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Filing Description:

Enclosed for your approval are the following group dental forms:

G—SLE-C-AR -09, Group Dental Contract;

G-SLE-E-AR-09, Group Dental Evidence of Coverage (EOC/Certificate);
DENTEGRA-GRP-AP Group Application;

C-AMEND, Group Contract Amendment;

AX-G-AP, Appendix to Group Application; and

E-AMEND, Group EOC Amendment.

These are new forms and do not replace any on file with your Department.

This is a dental PPO product that will be marketed and sold by licensed agents in your state. forms will be used for our
employer/employee groups, labor unions or association groups located in Arkansas. This is a dental indemnity product
that will be marketed and sold by licensed agents in your state. They will not be used as an individual policy. The forms
are substantially similar to our Dentegra PPO product filing G-PPO-C-AR-09 et al. submitted under SERFF Filing #
DDPA-126219810 on July 10, 2009. These forms will be used when the group purchases the dental PPO product and
desires to use Delta Dental PPO and Delta Dental Premier Networks, rather than the Dentegra network. The contracts
will be underwritten by Dentegra Insurance Company and administered by Delta Dental Insurance Company. To the

best of our knowledge, this filing is complete and intended to comply with the insurance laws of your jurisdiction.

Benefits, coinsurance percentages, deductibles, waiting periods and eligibility requirements will be determined by the
needs of the Contractholder. However, the Insured/Enrollee is free to choose any dentist he or she wishes. We give you
our assurance that if any differentials in coinsurance percentages, with this product in your jurisdiction they will not vary

anymore than twenty-five percent (25%).

Our effective date for use of these forms will be the earlier of the date the filing is approved or the date it is deemed

approved by your Department.

Text in [brackets] in the forms are variable. All numerical data is also considered variable unless required by state law.
Also enclosed for your information are Variable Exhibits of the Contract and EOC with comments. The comments
explain what is variable in each respective document and the various options that could be used. All benefit information

(procedures, exclusions, limitations and coinsurance amounts) is considered variable since a larger Contractholder may
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request certain procedures/amounts be omitted/changed/added in order for their new plan to match their current plan.

Also enclosed for your information is a copy of the enrollment form, DIC-Form 3464 ST that will be used to request

coverage under a group contract issued on these forms.

Company and Contact

Filing Contact Information
Kellee Wamble (Dentegra), Regulatory Analyst kwamble@dentegra.com

1130 Sanctuary Parkway, Suite 600 (770) 641-5217 [Phone]

Alpharetta, GA 30009 (770) 641-5193[FAX]

Filing Company Information

Dentegra Insurance Company CoCode: 73474 State of Domicile: Delaware
100 First Street Group Code: 2479 Company Type: LAH

San Francisco, CA 94105 Group Name: Dentegra Group, Inc. State ID Number:

(866) 714-7730 ext. [Phone] FEIN Number: 75-1233841

Filing Fees

Fee Required? Yes

Fee Amount: $300.00

Retaliatory? Yes

Fee Explanation: The domicillary state of Delaware charges $50.00 per form and the filing is requiring that 6

forms be submitted.

6 forms x $50.00 = $300.00

Per Company: No
COMPANY AMOUNT DATE PROCESSED TRANSACTION #
Dentegra Insurance Company $300.00 07/20/2009 29303591
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DENTEGRA INSURANCE COMPANY
1130 Sanctuary Parkway
Suite 600
Alpharetta, Georgia 30009
(877) 280-4204

Group Dental PPO Insurance Contract

[Group’s Name] , (“Contractholder™) has applied for a group
dental insurance Contract with Dentegra Insurance Company (Dentegra). The following terms will apply:

I Contractholder will pay Dentegra the monthly Premium stated in this Contract.
Il.  Dentegra has accepted the Application submitted by the Contractholder. A copy is attached and made a part of this

Contract. When the Contractholder pays the first month’s Premium, the term of this Contract will begin at 12:01 a.m.
Standard Time, on the Effective Date listed in Appendix A. The term of this Contract will end as stated in this Contract

at the end of the Contract Term at 12:00 midnight Standard Time.

I1l.  [Contractholder will give each Primary Enrollee a certificate furnished by Dentegra.] [Contractholder will give each
Primary Enrollee electronic access to a certificate of coverage furnished by Delta Dental.] Contractholder will also
distribute to its Enrollees any notice from Dentegra which affects their rights under this Contract.

So long as Contractholder pays the Premiums stated in Article 3, Dentegra agrees to provide the Benefits described in Article
4. This Contract will continue from year to year until terminated, as stated in Article 8.

This Contract is issued and delivered in the State of Arkansas and is governed by its laws.

(o=

Anthony S. Barth, Vice Chairman

UNDERWRITTEN BY:
DENTEGRA INSURANCE COMPANY

1130 Sanctuary Parkway, Suite 600
Alpharetta, Georgia 30009
(877) 280-4204

ADMINISTERED BY:
DELTA DENTAL INSURANCE COMPANY

1130 Sanctuary Parkway, Suite 600
Alpharetta, Georgia 30009
(770) 641-5100

G-SLE-C-AR-09 1 XXXXX



G-SLE-C-AR-09

TABLE OF CONTENTS

ARTICLE 1
DEFINITIONS

ARTICLE 2
ELIGIBILITY AND ENROLLMENT

ARTICLE 3
MONTHLY PREMIUMS

ARTICLE 4
BENEFITS, LIMITATIONS AND EXCLUSIONS

ARTICLE 5
DEDUCTIBLE, MAXIMUM AND COORDINATION OF BENEFITS

ARTICLE 6
CONDITIONS UNDER WHICH BENEFITS WILL BE PROVIDED

ARTICLE 7
GENERAL PROVISIONS

ARTICLE 8
TERMINATION, RENEWAL AND CONTINUATION

ARTICLE 9
ATTACHMENTS

XXXXX



ARTICLE 1
DEFINITIONS

Terms when capitalized in this document have defined meanings, given either in the section below or within the Contract
sections.

1.01 Accepted Fee -- the amount the attending Provider agrees to accept as payment in full for services rendered.

1.02 Benefits (In-Network or Out-of-Network) -- the amounts that Delta Dental will pay for dental services under this
Contract. In-Network Benefits are those covered by this Contract and performed by a Delta Dental PPO*™ Provider.
Out-of-Network Benefits are those covered by this Contract but performed by a Delta Dental Premier® Provider or a
Non-Delta Dental Provider.

1.03 Claim Form -- the standard form used to file a claim or request a Pre-Treatment Estimate for treatment.

1.04 Contract -- this agreement between Delta Dental and Contractholder, including the Application and the attachments
listed in Article 9.

1.05 Contract Benefit Level -- the percentage of the Maximum Contract Allowance that Delta Dental will pay after the
Deductible has been satisfied.

1.06 Contractholder -- the employer, union or other organization or group contracting to obtain Benefits.
1.07 Contract Term -- the period during which this Contract is in effect, as shown in Appendix A.

1.08 Contract Year -- [the 12 months] starting on the Effective Date and each subsequent [12] month period thereafter.
[Deductibles and maximums will be determined using this [12] month period rather than on a Calendar Year basis.]

1.09 Deductible -- a dollar amount that an Enrollee and/or the Enrollee’s family (for family coverage) must pay for certain
covered services before Delta Dental begins paying Benefits.

1.10 Delta Dental — means collectively, Dentegra Insurance Company and Delta Dental Insurance Company providing
and/or administering dental benefit programs. For the purposes of this Contract, Dentegra Insurance Company is the
underwriter and Delta Dental Insurance Company is the administrator.

1.11 Delta Dental Premier Provider (Premier Provider) — a Provider who contracts with Delta Dental Insurance Company
or any other member company of the Delta Dental Plans Association and agrees to accept the contracted fees as payment
in full for services provided under a plan and complies with Delta Dental’s administrative guidelines.

1.12 Delta Dental Premier Provider’s Contracted Fee (Premier Provider’s Contracted Fee) — the fee for each Single
Procedure that a Premier Provider has contractually agreed to accept as payment in full for treating Enrollees.

1.13 Delta Dental PPO Provider (PPO Provider) -- a Provider who contracts with Delta Dental Insurance Company or any
other member company of the Delta Dental Plans Association and agrees to accept the contracted fees as payment in full
for services provided under this PPO dental plan and complies with Delta Dental’s administrative guidelines.

1.14 Delta Dental PPO Provider’s Contracted Fee (PPO Provider’s Contracted Fee) -- the fee for each Single Procedure
that a PPO Provider has contractually agreed to accept as payment in full for treating Enrollees.

1.15 Dependent Enrollee -- an Eligible Dependent enrolled to receive Benefits.

1.16 Effective Date -- the date the program starts, as shown in Appendix A.

1.17 Eligible Dependent -- a dependent of an Eligible Employee [or domestic partner] eligible for Benefits under Article 2.
1.18 Eligible [Employee/Member] -- any [employee/member] [or retiree] as eligible for Benefits under Article 2.

1.19 Enrollee -- an Eligible Employee (“Primary Enrollee™) or an Eligible Dependent (“Dependent Enrollee”) enrolled to
receive Benefits; may also be referred to as “Patient”.

1.20 Enrollee’s Effective Date of Coverage -- the date the Contractholder reports coverage will begin for each Primary
Enrollee and each Dependent Enrollee.

1.21 Maximum Contract Allowance -- the reimbursement under the Enrollee’s benefit plan against which Delta Dental
calculates payment and the Enrollee’s financial obligation. Subject to adjustment for extreme difficulty or unusual
circumstances, the Maximum Contract Allowance for services provided:

e [by a PPO Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee; or
e by a Premier Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee for a
PPO Provider in the same geographic area; or
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1.22

1.23

1.24

1.25

1.26
1.27
1.28

1.29

1.30

131

1.32
1.33
1.34

2.01

by a Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted
Fee for a PPO Provider in the same geographic area.

e [by a PPO Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee; or
e by a Premier Provider is the lesser of the Submitted Fee on the claim or the Premier Provider’s Contracted Fee; or
e by Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the Program Allowance].]

e [by a PPO Provider is the lesser of the Submitted Fee on the claim, the PPO Provider’s Contracted Fee or the
amount shown on the Table of Allowance; or

e By aPremier Provider is the lesser of the Submitted Fee on the claim, the Premier Provider’s Contracted Fee or the
amount shown on the Table of Allowance; or

e by a Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the amount shown on the Table of
Allowances.]

Non-Delta Dental Provider -- a Provider who is not a PPO Provider or a Premier Provider and who is not contractually
bound to abide by Delta Dental’s administrative guidelines and has not agreed to accept the contracted fees.

Open Enrollment Period -- the month of the year during which employees may change coverage for the next Contract
Year.

Patient Pays -- Enrollee’s financial obligation for services calculated as the difference between the amount shown as
the Accepted Fee and the portion shown as “Delta Dental Pays” on the claims statement when a claim is processed.

Pre-Treatment Estimate -- an estimation of the allowable Benefits under this Contract for the services proposed,
assuming the person is an eligible Enrollee.

Premium -- the amounts payable by the Contractholder as provided in Appendix A.
Primary Enrollee -- an Eligible Employee enrolled in the plan to receive Benefits.

Procedure Code -- the Current Dental Terminology (CDT) number assigned to a Single Procedure by the American
Dental Association.

Program Allowance -- the amount determined by Delta Dental for a set percentile level of all charges for such services
by Providers with similar professional standing in the same geographical area. Program Allowances may differ based on
the Provider’s contracting status.

Provider -- a person licensed to practice dentistry when and where services are performed. A Provider shall also include
a dental partnership, dental professional corporation or dental clinic.

Qualifying Status Change -- a change in:

o legal marital status (marriage, divorce, legal separation, annulment or death);

e number of dependents (a child’s birth, adoption of a child, placement of child for adoption, addition of a step or
foster child or death of a child);

employment status (change in employment status of Enrollee, spouse or dependent child);

dependent child ceases to satisfy eligibility requirements (limiting age, student status or marital status);
residence (Enrollee, dependent spouse or child moves);

a court order requiring dependent coverage; or

any other current or future election changes permitted by IRC Section 125.

Single Procedure -- a dental procedure that is assigned a separate CDT® number.
Submitted Fee -- the amount that the Provider bills and enters on a claim for a specific procedure.

[Table of Allowances -- the list of covered dental services showing the Procedure Code and the maximum amount
paid by for each covered Single Procedure. The Table of Allowances is attached as Appendix B.]

ARTICLE 2
ELIGIBILITY AND ENROLLMENT

Reporting
[On or before the Effective Date, Contractholder will furnish to Delta Dental, in writing or in electronic media format
agreed by Delta Dental and the Contractholder, a listing of eligible Primary Enrollees and Dependent Enrollees. The
listing shall include but not be limited to the:

e Primary Enrollees and Dependent Enrollees: names, Enrollee 1D numbers, dates of hire, Effective Date of

coverage, dates of birth, addresses and gender
e Dependent Enrollees dependent status; and
e Primary Enrollees location, if applicable.
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2.02

The eligibility list shall include all active employees unless the employee waives coverage or the Eligible Employee
enrolls in an alternate dental plan offered by Contractholder. [The eligibility list may also include retired employees and
surviving spouses of employees.]

Thereafter, before the 10" of each month, Contractholder must furnish to Delta Dental in the format agreed to above, a
listing indicating specific additions, changes or terminations made during the prior month.] An Enrollee remains
enrolled until the Contractholder notifies Delta Dental of the termination. If the Primary Enrollee loses coverage or
makes any change that affects an Enrollee’s eligibility, Contractholder must promptly notify Delta Dental of such
change.

[If the Contractholder will report eligibility through Delta Dental’s web site, on or before the Effective Date,
Contractholder will furnish Delta Dental with an initial report of eligible Primary Enrollees by transmitting all of the
Enrollee information as requested by the eligibility update section of the web site. Once Contractholder transmits the
Enrollee information through Delta Dental’s web site, the information for each Enrollee shall remain effective from the
Effective Date of the information until the earlier of the termination of the Enrollee’s coverage or the expiration of a
Contract Term. An Enrollee remains enrolled until the Contractholder notifies Delta Dental of the termination. If the
Primary Enrollee loses coverage or makes any change that affects an Enrollee’s eligibility, Contractholder must
promptly transmit such change via the web site. Contractholder may only use the electronic mail link and
accompanying form Delta Dental provides for changes listed on the form. Such revised information shall remain
effective until the earlier of the termination of the Enrollee’s coverage or the next renewal update by the Contractholder.
For renewal of the Contract Term, Contractholder must review and update as necessary all Enrollee information.
Contractholder agrees to install and implement any desktop upgrades and/or configuration changes necessary to
continue to update Eligibility information. Contractholder agrees to comply with Delta Dental policies and requirements
as posted on the Delta Dental web site when accessing or updating information on the Delta Dental web site.
Contractholder is responsible for: (1) maintaining the confidentiality of any passwords or other information required to
access the Delta Dental web site information; (2) the accuracy of all information that Contractholder provides to Delta
Dental through its web site, and; (3) any Contractholder delays in submitting information to Delta Dental through its
web site.]

Contractholder will notify Delta Dental in writing or in electronic media of any requests for Premium adjustments for
Enrollees who should have been terminated in the event Delta Dental was not previously notified of the termination(s).
Retroactivity will be adjusted to the immediately preceding 3 months plus the current billing month.

Delta Dental will not make any payment for services provided to an Enrollee who is not reported to Delta Dental as an
Enrollee under this Contract when the service is provided. Also, Delta Dental may not pay Benefits for an Enrollee if
Premiums are not paid for the month in which dental services are rendered. Delta Dental shall not be obligated to
recover claims paid to a Provider as a result of Contractholder’s retroactive eligibility adjustments. The Contractholder
agrees to reimburse Delta Dental for any erroneous claim payments made by Delta Dental as a result of incorrect
eligibility reporting by the Contractholder.

Contractholder will permit Delta Dental to audit Contractholder’s records to check whether the lists of Primary and
Dependent Enrollees are correct and to confirm compliance with Article 3. Delta Dental will give Contractholder written
notice within a reasonable time before the audit date.

2.03 Eligible Employees

2.04

Eligible Employees are full-time employees as indicated on the attached Application. Eligible Employees will become
eligible to receive Benefits on the date stated on the attached Application after completing any eligibility periods
required by the Contractholder as stated in the attached Application.

Eligible Dependents

EI|g|bIe Dependents of an Eligible Employee are:

Lawful spouse [or Domestic Partner named in Contractholder’s Affidavit of Domestlc Partnership].

e An unmarried child from birth [to their/end of month of 19th birthday or 25" birthday] if a full-time student in an
accredited school. Proof of full-time student status must be given to Delta Dental within 60 days when requested.
“Children” include natural children, step-children, adopted children, [children of the domestic partner], foster
children and children for which the employee has been appointed legal guardian. The child must be dependent on
the Eligible Person for support. Newborn infants are eligible from the moment of birth. Adopted children are
eligible from the date of placement for adoption or final decree of adoption, whichever occurs first. [However, the
Primary Enrollee may delay coverage for young children, under the age of four (4), until the beginning of any
[Contract/Calendar] Year immediately following said child’s fourth birthday. For coverage to begin on such young
children, the eligibility notice and additional Premium payment must be received within 31 days of the beginning of
the [Contract/Calendar] Year immediately following said child’s fourth birthday.]

e Anunmarried child 19 years or older may continue to be eligible as a dependent if the child is not self-supporting
because of mental incapacity or physical handicap that began before age 19 and the child is mostly dependent on
the Eligible Person for support and maintenance. Proof will not be required more than once a year after the child is
21.

Dependents serving active military duty are not eligible.
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2.05 Enrollment of Eligible Employees and Eligible Dependents

2.06

2.07

2.08

e [If Contractholder pays the entire cost of coverage for all Primary Enrollees [and Dependents Enrollees], all
Eligible Employees [and Eligible Dependents] are automatically covered under the plan.]

[If the Primary Enrollee must contribute any portion of the cost of coverage, then Eligible Employees must enroll to
be covered under the plan. Enrollment must be within 31 days after first becoming eligible or during an Open
Enrollment Period. If coverage is dropped other than during an Open Enrollment Period or because of a Qualifying
Status Change, the Primary Enrollee may not re-enroll except during an Open Enrollment Period.]

[If the Primary Enrollee must contribute any portion of the cost of coverage, then Eligible Employees must enroll to
be covered under the plan. Enrollment must be within 31 days after first becoming eligible or during an Open
Enrollment Period. Coverage cannot be dropped or changed other than during an Open Enrollment Period or
because of a Qualifying Status Change.]

e [If the Primary Enrollee is paying all or a portion of the cost for coverage for Dependent Enrollees in the manner
elected by the Contractholder and approved by Delta Dental, then Eligible Dependents must be enrolled within 31
days after the date becoming eligible or during the Open Enrollment Period. If Dependent Enrollees coverage is
dropped other than during an Open Enrollment Period or because of a Qualifying Status Change, then former
Dependents-Enrollees may not be re-enrolled at any time, unless there is a court order requiring dependent
coverage.]

[If the Primary Enrollee is paying all or a portion of the cost for coverage for Dependent Enrollees in the manner
elected by the Contractholder and approved by Delta Dental, then Eligible Dependents must be enrolled within 31
days after the date becoming eligible or during an Open Enrollment Period. Coverage may not be changed at any
time other than during an Open Enrollment Period or if there is a Qualifying Status Change.]

[If the Primary Enrollee is paying all of the cost for Dependent Enrollees’ coverage in the manner elected by the
Contractholder and approved by Delta Dental, then Eligible Dependents must be enrolled within 31 days after the
date becoming eligible or during the Open Enrollment Period. However, the eligibility date for young children,
under the age of four (4), may be delayed until the beginning of any [Contract/Calendar] Year including the
[Contract / Calendar] Year immediately following said child’s fourth birthday. Coverage may not be changed at any
time other than during an Open Enrollment Period or if there is a Qualifying Status Change.

e [If both spouses are Eligible Employees, one may enroll as a Dependent Enrollee of the other. Dependent children
may enroll as Dependent Enrollees of only one Primary Enrollee].

[If both spouses are Eligible Employees, one may enroll as a Dependent Enrollee of the other. Dependent children
may enroll as Dependent Enrollees of one or both Primary Enrollees.

[If both spouses are Eligible Employees, one may not enroll as a Dependent Enrollee of the other. Dependent
children may enroll as Dependent Enrollees of only one Primary Enrollee.

[If both spouses are Eligible Employees, one may not enroll as a Dependent Enrollee of the other. Dependent
children may enroll as Dependent Enrollees of one or both Primary Enrollees.]

e All Eligible Dependents [not covered under another group plan] must be enrolled as Dependent Enrollees if
dependent coverage is elected.

e Achild who is eligible as a Primary Enrollee and a dependent can be insured under this Contract as a Primary
Enrollee or a Dependent Enrollee but not both at the same time.

Late Entrant Provision

[A Late Entrant is an Eligible Employee and/or his/her Eligible Dependents who do not enroll for coverage under this
Contract within [31] days of the date first eligible, but later become covered. A Late Entrant ~ may also include a
person who requests coverage for him/herself and/or his/her Eligible Dependents which was terminated while he/she
remained eligible for coverage under this Contract. Benefits for Late Entrants are reduced as shown on Appendix A.]

[Except for an employee absent from work due to a leave of absence [approved by the Contractholder or] governed by
the “Family & Medical Leave Act of 1993” (P.L. 103.3), an Enrollee will not be covered for any dental services
received while a Primary Enrollee is on strike, lay-off or leave of absence. Contractholder must inform Delta Dental of
any change in eligibility as required under section 2.01.

Benefits for such Primary Enrollee and his/her Eligible Dependents will resume as follows:

e |If coverage is reactivated in the same [Contract/Calendar] Year, Deductibles and maximums will resume as if the
Primary Enrollee were never gone.

e If coverage is reactivated in a different [Contract/Calendar] Year, new Deductibles and maximums will apply.

[Coverage will resume the first day of the month after the Primary Enrollee returns to work, provided the Contractholder
submits the request to Delta Dental that coverage be reactivated.

[Coverage will resume the date the Primary Enrollee returns to work, provided the Contractholder submits the request to
Delta Dental that coverage be reactivated.]

If an employee is rehired within the same [Contract/Calendar] Year, Deductibles and maximums will resume as if the
Primary Enrollee was never gone.]

[A Primary Enrollee loses coverage on the last day of the month [of employment /he is no longer an Eligible Member of
the Contractholder/he stops paying the required Premiums for coverage] or on the day this Contract is terminated.
Dependent Enrollees lose coverage along with the Primary Enrollee or dependent status is lost.]

[A Primary Enrollee loses coverage on the day [of termination of employment/he is no longer an Eligible Member of the
Contractholder/he stops paying the required Premiums for coverage] or on the day this Contract is terminated.
Dependent Enrollees lose coverage along with the Primary Enrollee or dependent status is lost.]
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2.09

2.10

211

2.12

2.13

3.01

3.02

Termination of Benefits on Loss of Eligibility

Delta Dental will not pay for Benefits for any services received by a person who is not an Enrollee at the time of
treatment except for covered services incurred when the person was covered if such procedure is completed within 31
days of the date coverage ends. A dental service is incurred as follows:

for an appliance (or change to an appliance), at the time the impression is made;

o for a crown, bridge or cast restoration, at the time the tooth or teeth are prepared;

o for root canal therapy, at the time the pulp chamber is opened; and

o for all other dental services, at the time the service is performed or the supply furnished.

[Continued Coverage Under USERRA

As required under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA), if a Primary
Enrollee is covered by this Contract on the date his or her USERRA leave of absence begins, the Primary Enrollee may
continue dental coverage for himself or herself and any covered dependents. Continuation of coverage under USERRA
may not extend beyond the earlier of: 24 months beginning on the date the leave of absence begins or the date the
Primary Enrollee fails to return to work within the time required by USERRA. For USERRA leave that extends beyond
31 days, the Premium for continuation of coverage will be the same as for COBRA coverage.]

[Continuation of Coverage Under COBRA

When the Eligible Employees of a Contractholder are covered under COBRA (the Consolidated Omnibus Budget
Reconciliation Act of 1985), then in consideration of the payments specified in Article 3, Delta Dental agrees to provide
the Benefits to Enrollees who elect continued coverage pursuant to this section, provided:

e Continuation of coverage is required to be offered under COBRA;

e The Enrollee requests the continuation within the time frame allowed;

e The Contractholder notifies Delta Dental that the Enrollee has elected to continue coverage under COBRA,;

e Delta Dental receives the required Premium for the continued coverage;

e This Contract stays in force.

Delta Dental does not assume any of the obligations required by COBRA of the Contractholder or any employer
(including the obligation to notify potential beneficiaries of their rights or options under COBRA).]

[Multiple Plan Options

This Contract is entered into with the understanding that Eligible Employees of the Contractholder have a choice

between dental coverage under this Delta Dental plan and one or more alternate programs. Eligible Employees may

exercise that choice as follows:

e All Eligible Employees that enroll will be enrolled as Primary Enrollees under the Delta Dental plan unless they
elect an alternate plan.

e Except for new employees, enrollment may be filed with Contractholder only during the Open Enrollment Period.

e New employees may enroll within 31 days of employment which will be effective until the next Open Enrollment
Period.]

[Parallel Enrollment

Eligible Employees and Eligible Dependents who enroll in the Contractholder’s medical plan are required to enroll
under this dental plan. Eligibility for coverage under this dental plan begins on the date eligibility under the medical
plan begins provided that the Eligible Employee has met the eligibility period requirements shown in Appendix A.]

[Flexible Dual Choice

This Contract is entered into with the understanding that Eligible Employees of the Contractholder have a choice
between dental coverage under this Delta Dental pian and Delta Dental’s prepaid dental plan (DeltaCare® USA). The
Primary Enrollee and his/her covered dependents may move from this PPO plan to the DeltaCare USA plan or from the
DeltaCare USA plan to this PPO plan on a monthly basis. The Primary Enrollee and his/her covered dependents will
only be covered under one plan at a time. Dental plan changes will be effective the first day of the following month. The
Benefits, Limitations and Exclusions listed in this booklet apply when the Enrollee is covered under the PPO plan.]

ARTICLE 3
MONTHLY PREMIUMS

Contractholder will remit the monthly Premium in the amount and manner shown in Appendix A for all Primary
Enrollees and Dependent Enrollees.

[Contractholder will remit a full month’s Premium for Enrollees whose coverage is effective on the first (1st) through
the 15th calendar day of a month. Premiums are not due to Delta Dental for Enrollees who are enrolled on the 16th
through the last day of a month.

Contractholder will remit a full month’s Premium for Enrollees whose coverage is terminated on the 16th through the
last calendar day of a respective month. Premiums are not due to Delta Dental for Enrollees whose enrollment is
terminated on the first (1st) through the 15th day of a month.]

[This Contract will not be in effect until Delta Dental receives the first month’s Premiums. Subsequent Premiums will
be paid by the first day of each month. For each Premium after the first, a grace period of 31 days from the due date
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3.03

3.04

3.05

3.06

3.07

4.01

4.02

4.03

4.04

will be allowed for the payment of the Premium. This Contract will continue in force during this period; if the Premium
remains unpaid at the end of the grace period, this Contract may be terminated by Delta Dental in accordance with the
notice requirements of Section 8.01 Any payment received after 90 days of the due date shall be subject to interest equal
to one percentage point above the current three (3) month U.S. Treasury Bill rate.]

[Contractholder will pay all Premiums, including the first month’s Premium, to Delta Dental within [60] days following
the first calendar day of the applicable month of coverage. This [60] day period includes a 31 day grace period. This
Contract will continue in force during this period. However, if the Premium remains unpaid at the end of this period,
Delta Dental may terminate this Contract in accordance with the notice requirements of Section 8.01. Any payment
received after 90 days of the due date shall be subject to interest equal to one percentage point above the current three
(3) month U.S. Treasury Bill rate.]

If this Contract is terminated before the end of a Contract Term, Contractholder will pay additional charges in
accordance with Acrticle 8.

Delta Dental will not be responsible or liable for any incorrect, incomplete, obsolete or unreadable data or information
supplied to Delta Dental including, but not limited to, eligibility and enrollment information.

Delta Dental may change the rate of monthly Premium whenever the Contract is amended [as stated in Article 3.06,] or
whenever the Contractholder requests a change in Benefits. Any change in Premium shall not be effective during a
Contract Term unless Contractholder and Delta Dental agree in writing, [except as provided in Articles 3.06 and 3.07].

Premiums are based on the number of covered employees at the beginning of each Contract Term. If the Contractholder
reports a [15] percent addition or reduction in the number of covered Primary Enrollees for three (3) months in a row,
Delta Dental may propose a choice of changes in Premiums or Benefits to remedy the increase in cost per person which
may result from the difference in the number of enrolled employees. Within 31 days, Contractholder will select one of
the choices by written notice to Delta Dental. If Contractholder fails to do so, Delta Dental may select one of the
choices by written notice to Contractholder. This Contract will be modified for all dental services predetermined and
paid after notice.

If during the Contract Term any new or increased tax is imposed on the amounts payable to Delta Dental under this
Contract, the amount stated in Appendix A will be increased by the amount of any such new or increased taxes.

ARTICLE 4
BENEFITS, LIMITATIONS AND EXCLUSIONS

Subject to the limitations and exclusions in this Contract, Delta Dental will pay the Benefits stated for each type of
dental service described below when provided by a Provider and when necessary and customary under generally
accepted dental practice standards and applicable Benefits. Claims shall be processed in accordance with Delta Dental’s
standard processing policies. The processing policies may be revised from time to time; therefore, Delta Dental shall use
the processing policies that are in effect at the time the claim is processed. Delta Dental may use dentists (dental
consultants) to review treatment plans, diagnostic materials and/or prescribed treatments to determine generally accepted
dental practices. Limitations and Exclusions will be applied for the period the person is an Enrollee under any Delta
Dental program or prior dental care program provided by the Contractholder subject to receipt of such information from
the Contractholder or at the time a claim is submitted. Additional eligibility periods, if any, for specific services are
shown in Appendix A. If an Enrollee receives dental services from a Provider outside the state of Arkansas, the Provider
will be reimbursed according to Delta Dental’s network payment provisions for said state according to the terms of this
Contract.

If a primary dental procedure includes component procedures that are performed at the same time as the primary
procedure, the component procedures are considered to be part of the primary procedure for purposes of determining the
benefit payable under this Contract. If the Provider bills separately for the primary procedure and each of its component
parts, the total benefit payable for all related charges will be limited to the maximum benefit payable for the primary
procedure.

No change in Benefits will become effective during a Contract Term unless Contractholder and Delta Dental agree in
writing.

Enrollee Coinsurance

Delta Dental’s provision of Benefits is limited to the applicable portion of Provider’s fees or allowances specified [in
Appendix A/below]. The Enrollee is responsible for paying the balance of any fees or allowances known as the
“Enrollee Coinsurance”. Contractholder has chosen to require Enrollee Coinsurances under this program as a method of
sharing the costs of providing dental Benefits between Contractholder and Enrollees. If the Provider discounts, waives
or rebates any portion of the Enrollee Coinsurance to the Enrollee, Delta Dental will be obligated to provide as Benefits
only the applicable percentages of the Provider’s fees or allowances reduced by the amount of such fees or allowances
that are discounted, waived or rebated.

Benefits
[Delta Dental will pay or otherwise discharge the Contract Benefit Level shown in Appendix A of the Maximum
Contract Allowance for the following services:]
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e Diagnostic and Preventive Benefits

(1) Diagnostic: procedures to aid the Provider in determining required dental treatment.

(2) Preventive cleaning (periodontal cleaning in the presence of inflamed gums is considered
to be a Basic Benefit for payment purposes), topical application of fluoride
solutions, space maintainers.

(3) [Sealants: topically applied acrylic, plastic or composite material used to seal

e Basic Benefits

)
)

[Oral Surgery:

General Anesthesia or
IV Sedation

developmental grooves and pits in permanent molars for the purpose of
preventing decay.]

extractions and other surgical procedures (including pre-and post-operative
care).]

when administered by a Provider for covered oral surgery or selected
endodontic and periodontal surgical procedures.

(3) [Endodontics: treatment of diseases and injuries of the tooth pulp.]

(4) [Periodontics: treatment of gums and bones supporting teeth.]

(5) Palliative: emergency treatment to relieve pain.

(6) [Sealants: topically applied acrylic, plastic or composite materials used to seal
developmental grooves and pits in permanent molars for the purpose of
preventing decay.]

(7) [Restorative: amalgam, synthetic porcelain and plastic restorations (fillings) and prefabricated

(8)

[Denture Repairs:

e Major Benefits

)

)
®3)
(4)

(®)

[Oral Surgery:

[Endodontics:
[Periodontics:

[Crowns and
Inlays/Onlays:

[Prosthodontics:

stainless steel restorations for treatment of carious lesions (visible destruction of
hard tooth structure resulting from the process of decay).]

repair to partial or complete dentures, including rebase procedures and relining.]

extractions and certain other surgical procedures (including pre-and post-
operative care).]

treatment of diseases and injuries of the tooth pulp.]
treatment of gums and bones supporting teeth.]

treatment of carious lesions (visible decay of the hard tooth structure) when
teeth cannot be restored with amalgam, synthetic porcelain or plastic
restorations.]

procedures for construction of fixed bridges, partial or complete dentures and
the repair of fixed bridges; [implant surgical placement and removal; and for
implant supported prosthetics, including implant repair and recementation.]

e [Orthodontic Benefits
Procedures performed by a Provider using appliances to treat malocclusion of teeth and/or jaws which significantly
interferes with their function.]

e [Temporomandibular Joint Dysfunction (TMJ) Benefits
Intra-oral services provided by a licensed Provider, when necessary and customary according to the standards of
generally accepted dental practice, for treatment of acute dental symptoms associated with myofacial pain
dysfunction or malfunction of the temporomandibular (jaw) joint (TMJ).]

e [Implant Benefits
Procedures performed by a Provider for endodontic endosseous, endosteal, eposteal and transosteal implants;
implant connecting bars and implant repairs. Implants are defined as prosthetic appliances placed into or on the
bone of the maxilla or mandible (upper or lower jaw) to retain or support dental prosthesis.]

e [Dental Accident Benefits
An injury to the mouth or structures within the oral cavity which is caused by an external traumatic force. It does
not include damage to the teeth which is the result of biting into food or other substances. Procedures shall include
but are not limited to reimplantation, splinting and stayplate.]

Note on additional Benefits during pregnancy - When an Enrollee is pregnant, Delta Dental will pay for additional
services to help improve the oral health of the Enrollee during the pregnancy. The additional services each [12 month
period, Calendar Year, Contract Year] while the Enrollee is covered under this Contract include: one (1) additional oral
exam and either one (1) additional routine cleaning; one (1) additional periodontal scaling and root planing per
quadrant; or one (1) additional periodontal maintenance procedure. Written confirmation of the pregnancy must be
provided by the Enrollee or her Provider when the claim is submitted.
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4.05 Limitations on All Benefits - Optional Services
Services that are more expensive than the form of treatment customarily provided under accepted dental practice
standards are called “Optional Services”. Optional Services also include the use of specialized techniques instead of
standard procedures. For example:

a crown where a filling would restore the tooth; or

a precision denture/partial where a standard denture/partial could be used; or

an inlay/onlay instead of an amalgam restoration; or

porcelain, resin or similar materials for crowns placed on a maxillary second or third molar, or on any mandibular
molar (an allowance will be made for a porcelain fused to high noble metal crown) [; or/.]

[a composite restoration instead of an amalgam restoration on posterior teeth.]

If an Enrollee receives Optional Services, Benefits will be based on the lower cost of the customary service or standard
practice instead of the higher cost of the Optional Service. The Enrollee will be responsible for the difference between
the higher cost of the Optional Service and the lower cost of the customary service or standard procedure.

4,06 Limitations

Limitations on Diagnostic and Preventive Benefits:

(1) Delta Dental will pay for routine oral examinations (including any office visits for observation and specialist
consultations, or combination thereof), cleanings (including periodontal cleanings in the presence of inflamed
gums or any combination thereof) and topical application of fluoride solutions no more than [twice in any 12
month]. Note that periodontal cleanings are covered as a [Basic Benefit] and routine cleanings are covered as a
Diagnostic and Preventive Benefit. See note on additional Benefits during pregnancy.

(2) Specialist consultations are only a Benefit when an opinion or advice is requested by a general dentist and the
treatment is not performed by the specialist.

(3) X-ray limitations:

a) Delta Dental will limit the total reimbursable amount to the Provider’s Accepted Fee for a complete
intraoral series when the fees for any combination of intraoral x-rays in a single treatment series meet or
exceed the Accepted Fee for a complete intraoral series.

b) When a panoramic film is submitted with supplemental film(s), Delta Dental will limit the total
reimbursable amount to the Provider’s Accepted Fee for a complete intraoral series.

c) If apanoramic film is taken in conjunction with an intraoral complete series, Delta Dental considers the
panoramic film to be included in the complete series.

d) A complete intraoral series and panoramic film by the same Provider/Provider office are each limited to
once every [five (5)] years.

e) Bitewing x-rays are limited to [two (2) times in any 12 month period] when provided to Enrollees under
18 and [one (1) time each 12 months] for Enrollees age 18 and over. Bitewings are not a Benefit within six
(6) months of an intraoral complete series unless warranted by special circumstances such as active
periodontal disease or rampant caries.

(4) [Topical application of fluoride solutions is limited to Enrollees to age 19].

(5) Space maintainers are limited to the initial appliance and are a benefit for an Enrollee under age [14]. For
enrollees ages 14 and 15, an allowance for a space maintainer will be considered until a fixed bridge or
removable partial denture can be placed.

(6) Cephalometric x-rays, oral/facial photographic images (once per case) and diagnostic casts (once per case) are
benefits only in conjunction with orthodontic services and only when orthodontic services are a covered
Benefit.

[(7) Sealants are limited as follows:

a) to permanent first molars through age [eight (8)] and to permanent second molars through age [15] if they
are without caries (decay) or restorations on the occlusal surface.

b) do not include repair or replacement of a sealant on any tooth within [two (2)] years of its application.]

Limitations on Basic Benefits

[(1) Sealants are limited as follows:

a) to permanent first molars through age [eight (8)] and to permanent second molars through age [15] if they
are without caries (decay) or restorations on the occlusal surface.
b) do not include repair or replacement of a sealant on any tooth within [two (2)] years of its application.]

(2) Delta Dental will not pay to replace an amalgam, synthetic porcelain or plastic restorations (fillings) or
prefabricated resin and stainless steel crowns within [24 months] of treatment if the service is provided by the
same Provider/Provider Office.

(3) Delta Dental limits payment for prefabricated resin and stainless steel crowns under this section to services on
baby (deciduous) teeth. However, after a consultant’s review, Delta Dental may allow stainless steel crowns
on permanent teeth as a [Major Benefit.]

(4) [Retreatment of root canal therapy within 24 months of the initial procedure is not a Benefit when performed
by the same Provider/Provider office.]

(5) [Benefits for periodontal scaling and root planing in the same quadrant are limited to once in every 24-month
period. Periodontal surgery in the same quadrant is limited to once in every 36-month period and includes any
surgical re-entry or scaling and root planing. See note on additional Benefits during pregnancy.]
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e Limitations on Major Benefits

(1) Crowns and inlays/onlays are covered not more often than once in any five (5) year period except when Delta
Dental determines the existing crown or inlay/onlay is not satisfactory and cannot be made satisfactory because
the tooth involved has experienced extensive loss or changes to tooth structure or supporting tissues.

(2) Prosthodontic appliances [and/or implants] that were provided under any Delta Dental program will be
replaced only after five (5) years have passed, except when Delta Dental determines that there is such extensive
loss of remaining teeth or change in supporting tissue that the existing fixed bridge or denture cannot be made
satisfactory. Replacement of a prosthodontic appliance and/or implant supported prosthesis not provided under
a Delta Dental program will be made if Delta Dental determines it is unsatisfactory and cannot be made
satisfactory. [Diagnostic and treatment facilitating aids for implants are considered a part of, and included in,
the fees for the definitive treatment. Delta Dental will not pay for bone grafts provided with implants on the
same day of service. Delta Dental’s payment for implant removal is limited to one (1) for each implant during
the Enrollee’s lifetime whether provided under Delta Dental or any other dental care plan.]

(3) When a posterior fixed bridge and a removable partial denture are placed in the same arch in the same
treatment episode, only the partial denture will be a Benefit.

(4) Recementation of crowns, inlays/onlays or bridges is not a Benefit when performed by the same
Provider/Provider office within six (6) months of the initial placement. After six (6) months, payment will be
limited to one (1) recementation.

(5) [The initial installation of a prosthodontic appliance [and/or implants] is not a Benefit unless the prosthodontic
appliance [and/or implant], bridge or denture is made necessary by natural, permanent teeth extraction
occurring during a time the Enrollee was ] [under a Delta Dental program / or Contractholder’s prior plan]

(6) Delta Dental limits payment for dentures to a standard partial or denture (Enrollee Coinsurances apply). A
standard denture means a removable appliance to replace missing natural, permanent teeth that is made from
acceptable materials by conventional means and includes routine post delivery care and rebase (including
relining and any adjustments) for the first six (6) months after placement.

a) Denture rebase is limited to one (1) per arch in a 24 month period.

b) Denture relines and tissue conditioning are limited to two (2) per arch in a 12 month period. Tissue
conditioning provided on the same day a denture is delivered or a reline or rebase has been performed is
not a Benefit.

[(7) Delta Dental will not pay for implants (artificial teeth implanted into or on bone or gums), their removal or
other associated procedures, but Delta Dental will credit the cost of a crown or standard complete or partial
denture toward the cost of the implant associated appliance, i.e., the implant supported crown or denture.]

e [Limitations on Orthodontic Benefits

(1) The maximum amount payable for each Enrollee during the [Enrollee’s lifetime/Calendar/Contract Year] as
shown in Appendix A.

(2) Orthodontic Benefits will be provided in two (2) payments after the person becomes covered, (the initial
payment at the banding date and the second in 12 months); however, for treatment plans of less than $500 or
when the treatment plan is 12 months of less, one (1) payment will be made.

(3) Benefits are not paid to repair or replace any orthodontic appliance received under this program.

(4) Benefits are not paid or orthodontic retreatment procedures.

(5) Non-orthodontic procedures performed for the purpose of orthodontic treatment are subject to the orthodontic
Contract Benefit Level and maximum if covered as Benefits under Delta Dental’s standard processing policies.

(6) [Orthodontic Benefits are limited to dependent child Enrollees under the age of 19 or [25 if full-time student]].

e [Limitations on TMJ Benefits:

(1) TMJ Benefits are subject to all the Limitations, Exclusions and other terms and conditions in this Contract.

(2) Delta Dental will not pay for the repair or replacement of any appliance furnished in whole or in part under this
or any other health program which provides TMJ Benefits.

(3) Benefits are limited to those intra-oral services which would normally be provided by a licensed Provider in
relief of oral symptoms associated with TMJ and will not include those services which would normally be
provided under medical care including, but not limited to, psychotherapy, special joint exams and x-rays, joint
surgery and medications.

(4) Fixed appliances and restorations are excluded. Diagnostic procedures not otherwise covered under this
program are excluded.

(5) Any procedure paid under any other category of Benefits by this Contract is not covered as a TMJ Benefit.]

e [Limitations on Implant Benefits:

(1) Implant Benefits are subject to all the Limitations, Exclusions and other terms and conditions in this Contract.
Diagnostic and treatment facilitating aids are considered a part of, and included in, the fees for the definitive
treatment.

(2) Delta Dental will not pay to replace any implant that the Enrollee received in the previous five (5) years.

(3) Delta Dental will not pay for bone grafts provided with implants on the same day of service.

(4) Delta Dental’s payment for implant removal is limited to one (1) for each implant during the Enrollee’s
lifetime whether provided under Delta Dental or any other dental care plan.

(5) Prosthodontic devices and procedures associated with, but not included within the definition of “Implants” are
not subject to the Implant Maximum.]
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[Limitations on Dental Accident Benefits:

(1) The dental accident must occur while the Enrollee is covered under this Contract.

(2) Services and procedures must be provided within 180 days following the dental accident and while the
Enrollee is covered under this Contract.]

4.07 Exclusions
Delta Dental does not pay Benefits for:

treatment of injuries or illness covered by workers” compensation or employers’ liability laws; services received
without cost from any federal, state or local agency, unless this exclusion is prohibited by law.

cosmetic surgery or procedures for purely cosmetic reasons.

maxillofacial prosthetics.

services for congenital (hereditary) or developmental (following birth) malformations, including but not limited to
cleft palate, upper and lower jaw malformations, enamel hypoplasia (lack of development), fluorosis (a type of
discoloration of the teeth) and anodontia (congenitally missing teeth), except those services provided to newborn
children for medically diagnosed congenital defects or birth abnormalities.

treatment to restore tooth structure lost from wear, erosion, or abrasion; treatment to rebuild or maintain chewing
surfaces due to teeth out of alignment or occlusion; or treatment to stabilize teeth. Examples include but are not
limited to: equilibration, periodontal splinting, occlusal adjustments or occlusal guards.

any Single Procedure started prior to the date the Enrollee became eligible for services under this program.
prescribed drugs, medication, pain killers, antimicrobial agents, or experimental procedures.

charges for anesthesia, other than general anesthesia and IV sedation administered by a licensed Provider in
connection with covered oral surgery or selected endodontic and periodontal surgical procedures.

extraoral grafts (grafting of tissues from outside the mouth to oral tissues).
porcelain and porcelain fused to metal crowns for Enrollees under age 12.
fixed bridges and removable partials for enrollees under age 16.

interim implants.

resin-based inlays and onlays.

overdentures.

charges by any hospital or other surgical or treatment facility and any additional fees charged by the Provider for
treatment in any such facility.

treatment by someone other than a Provider or a person who by law may work under a Provider’s direct
supervision.

charges incurred for oral hygiene instruction, a plaque control program, preventive control programs including
home care times, dietary instruction, x-ray duplications, cancer screening, tobacco counseling or broken
appointments.

dental practice administrative services including but not limited to, preparation of claims, any non-treatment
phase of dentistry such as provision of an antiseptic environment, sterilization of equipment or infection control,
or any ancillary materials used during the routine course of providing treatment such as cotton swabs, gauze, bibs,
masks or relaxation techniques such as music.

services or supplies covered by any other health plan of the Contractholder.

treatment rendered by a person who ordinarily resides in your household or who is related to you (or to your
spouse) by blood, marriage or legal adoption.

procedures having a questionable prognosis based on a dental consultant’s professional review of the submitted
documentation.

[the initial placement of any prosthodontic appliance [or implants], unless such placement is needed to replace
one or more natural, permanent teeth extracted while the Enrollee is covered under this Contract or was covered
under [any dental care program with Delta Dental / the Contractholder’s prior dental plan]. The extraction of a
third molar (wisdom tooth) will not qualify under the above. Any such denture or fixed bridge must include the
replacement of the extracted tooth or teeth.]
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5.01

5.02

5.03

e services for orthodontic treatment (treatment of malocclusion of teeth and/or jaws) except as provided under the
Orthodontic Benefit section, if applicable.

e procedures performed for the purpose of orthodontic treatment except as provided under Orthodontic Benefits, if
applicable.

e services for any disturbance of the temporomandibular (jaw) joints or associated musculature, nerves and other
tissues (TMJ) except as provided under the TMJ Benefit section, if applicable.

e [services for implants (prosthetic appliances placed into or on the bone of the upper or lower jaw to retain or
support dental prosthesis), their removal or other associated procedures.]

e  [services not included on the Table of Allowances.]
e [services or supplies for oral surgery, general anesthesia or IV sedation, palliative treatment, or sealants.]

e [services or supplies for endodontic treatment (procedures for removal of the nerve of the tooth and the treatment of
the pulp cavity portion of the root of the tooth).]

e [services or supplies for periodontic treatment (procedures for the treatment of the gums and the bones supporting
teeth).]

e [services or supplies for restorative treatment (amalgam, synthetic porcelain, plastic restorations (fillings) and
prefabricated stainless steel restorations for treatment of carious lesions (visible destruction of hard tooth structure
resulting from the process of decay).]

e [services or supplies for denture repairs (repair to partial or complete dentures including rebase procedures and
relining).

e [services or supplies for crowns and inlays/onlays for treatment of carious lesions (visible decay of the hard tooth
structure) when teeth cannot be restored with amalgam, synthetic porcelain, plastic restorations.]

e [services or supplies for prosthodontic benefits (procedures for construction of fixed bridges, partial or completed
dentures and the repair of fixed bridges).

ARTICLE 5
DEDUCTIBLE, MAXIMUM AND COORDINATION OF BENEFITS

Deductible

[As shown on Appendix A, Delta Dental will not pay Benefits for the Deductible amount of the Maximum Contract
Allowance for services received each [Contract/Calendar] Year by an Enrollee. The annual maximum Deductible per
family, if any, is shown in Appendix A. Only fees an Enrollee pays for services that are described under Article 4 will
count toward the Deductible.]

[Delta Dental will not pay Benefits for the Deductible amount shown in Appendix A of the Maximum Contract
Allowance for services received until the lifetime Deductible has been satisfied by the Enrollee while covered under a
Delta Dental plan. Only fees an Enrollee pays for services that are described under Article 4 will count toward the
Deductible.

Maximum
Delta Dental will pay the maximum amount(s) shown in Appendix A for Benefits under this Contract.

Coordination of Benefits

[Delta Dental coordinates the Benefits under this Contract with an Enrollee’s Benefits under any other group or pre-paid
plan or insurance policy designed to fully integrate with other policies. Benefits under one of the plans may be reduced
so that combined coverage does not exceed the Provider’s total fees for covered services. If this is the “primary” plan,
Delta Dental will not reduce Benefits, but if the other Plan is the primary one, Delta Dental will reduce Benefits
otherwise payable under this Contract. The reduction will be the amount paid for or provided under the terms of the
primary plan for covered services under Article 4.]

[Delta Dental coordinates the Benefits under this Contract with an Enrollee’s Benefits under any other group or pre-paid
plan or insurance policy designed to fully integrate with other policies. Benefits under this plan may be reduced so that
combined coverage does not exceed Delta Dental’s Maximum Contract Allowance. If this is the “primary” plan, Delta
Dental will not reduce Benefits, but if the other Plan is the primary one, Delta Dental will reduce Benefits otherwise
payable under this Contract. The reduction will be the amount paid for or provided under the terms of the primary plan
for covered services under Article 4.]
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Order of Benefit Determination Rules:

The following rules determine which plan is the “primary” plan:

e If the other Plan is not primarily a dental plan, this Plan is primary, except the Enrollee’s medical plan, if any, will
be primary for oral surgery procedures covered under such plan.

e |f the other Plan is a dental plan, the following rules are applied:

(1) The Plan covering the Enrollee as an employee is primary over a Plan covering the Enrollee as a dependent.

(2) The Plan covering the Enrollee as an employee is primary over a Plan which covers the insured person as a
dependent; except that: if the insured person is also a Medicare beneficiary, and as a result of the rule
established by Title XV11I of the Social Security Act and implementing regulations, Medicare is:

a) Secondary to the Plan covering the insured person as a dependent and

b) Primary to the Plan covering the insured person as other than a dependent (e.g. a retired employee),
then the Benefits of the Plan covering the insured person as a dependent are determined before those of the
Plan covering that insured person as other than a dependent.

(3) Except as stated in paragraph (4), when this Plan and another Plan cover the same child as a dependent of
different persons, called parents:

a) The Benefits of the Plan of the parent whose birthday falls earlier in a year are determined before those of
the Plan of the parent whose birthday falls later in that year, but

b) If both parents have the same birthday, the Benefits of the Plan which covered one parent longer are
determined before those of the Plan which covered the other parent for a shorter period of time.

(4) Inthe case of a dependent child of legally separated or divorced parents, the Plan covering the Enrollee as a
dependent of the parent with legal custody, or as a dependent of the custodial parent’s spouse (i.e. step-parent)
will be primary over the Plan covering the Enrollee as a dependent of the parent without legal custody. If there
is a court decree which would otherwise establish financial responsibility for the health care expenses with
respect to the child, the Benefits of a plan which covers the child as a dependent of the parent with such
financial responsibility will be determined before the Benefits of any other policy which covers the child as a
dependent child.

(5) If the specific terms of a court decree state that the parents will share joint custody, without stating that one of
the parents is responsible for the health care expenses of the child, the Plans covering the child will follow the
order of benefit determination rules outlined in paragraph (3).

(6) The Benefits of a Plan which covers an insured person as an employee who is neither laid off nor retired are
determined before those of a Plan which covers that insured person as a laid off or retired employee. The same
would hold true if an insured person is a dependent of a person covered as a retiree and an employee. If the
other Plan does not have this rule, and if, as a result, the Plans do not agree on the order of Benefits, this Rule
(6) is ignored.

(7) Ifan insured person whose coverage is provided under a right of continuation pursuant to federal or state law
also is covered under another plan, the following will be the order of benefit determination:

a) First, the Benefits of a Plan covering the insured person as an employee or Primary Enrollee (or as that
insured person’s dependent);

b) Second, the Benefits under the continuation coverage.
If the other Plan does not have the rule described above, and if, as a result, the Plans do not agree on the
order of Benefits, this rule is ignored.

(8) If none of the above rules determine the order of Benefits, the Benefits of the Plan which covered an employee
longer are determined before those of the Plan which covered that insured person for the shorter term.

ARTICLE 6
CONDITIONS UNDER WHICH BENEFITS WILL BE PROVIDED

6.01 Choice of a Provider
Enrollees may choose a Provider from Delta Dental‘s panel of PPO and Premier Providers or Enrollees may choose a
Non-Delta Dental Provider. A list of PPO and Premier Providers can be obtained by accessing the Delta Dental
National Dentist Directory at www.deltadentalins.com. Enrollees are responsible for verifying whether the selected
Provider is a PPO Provider or a Premier Provider. Providers are regularly added to the panel. Additionally, Enrollees
should always confirm with the Provider’s office that a listed Provider is still a participating PPO Provider or Premier
Provider

PPO Provider
The PPO program potentially allows the greatest reduction in Enrollees’ out-of-pocket expenses, since this select group
of Providers will provide dental Benefits at a charge which has been contractually agreed upon.

Premier Provider

The Premier Provider, which include specialists (endodontists, periodontists or oral surgeons), has not agreed to the
features of the PPO program; however, Enrollees may still receive dental care at a lower cost than if Enrollees use a
Non-Delta Dental Dentist

Non-Delta Dental Provider

If a Provider is a Non-Delta Dental Provider, the amount charged to Enrollees may be above that accepted by the PPO
Providers or Premier Providers. For a Non-Delta Dental Provider, the Accepted Fee is the Provider’s submitted charge.
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6.02

6.03

6.04

6.05

6.06

6.07

Additional advantages of using a Delta Dental Provider:

e The PPO Provider or Premier Provider must accept assignment of Benefits, meaning these Providers will be paid
directly by Delta Dental after satisfaction of the Deductible and coinsurance, and the Enrollee does not have to pay
all the dental charges while at the dental office and then submit the claim for reimbursement.

e The PPO Provider or Premier Provider has contractually agreed to charge no more than his/her Delta Dental
Provider’s Contracted Fee even for services that are not covered under this Contract provided the service(s) are
included in his/her agreement.

e The PPO Provider or Premier Provider will complete the dental Claim Form and submit it to Delta Dental for
reimbursement.

An Enrollee may also access Delta Dental’s Provider Directory on the Internet. Delta Dental’s Internet address is
www.deltadentalins.com. An Enrollee may choose any Provider, but Delta Dental does not guarantee that any particular
Provider will be available. The Enrollee is responsible for verifying whether the treating Provider is a PPO or Premier
Provider.

Clinical Examination

Before approving a claim, Delta Dental may obtain, to such extent as may be lawful, from any Provider, or from
hospitals in which a Provider’s care is provided, such information and records relating to an Enrollee as Delta Dental
may require to administer the claim. Delta Dental may also require that an Enrollee be examined by a dental consultant
retained by Delta Dental in or near his/her community or residence. Such information and records will be kept
confidential in accordance with all applicable laws and regulations.

Notice of Claim Forms

Delta Dental will furnish to any Provider or Enrollee, on request, a Claim Form to make a claim for payment of
Benefits. To make a claim, the form must be completed and signed by the Provider who performed the services and by
the Enrollee (or the parent or guardian of a minor) and submitted to Delta Dental at the address shown thereon. If Delta
Dental does not furnish the form within 15 days after requested by a Provider or Enrollee, the requirements for proof of
loss set forth in section 6.05 of this Contract will be deemed to have been complied with upon the submission to Delta
Dental within the time established in said section for filing proof of loss, of written proof covering the occurrence, the
character and the extent of the loss for which claim is made. Enrollees may download a Claim Form from Delta
Dental’s web site.

Pre-Treatment Estimate

A Provider may file a Claim Form before treatment, showing the services to be provided to an Enrollee. Delta Dental
will estimate the amount of Benefits payable under this Contract for the listed services. Benefits will be processed
according to the terms of this Contract when the treatment is performed. Pre-treatment Estimates are valid for 365 days,
or until an earlier occurrence of any one of the following events:

o the date this Contract terminates;

e the date the Enrollee’s coverage ends; or

e the date the Provider’s agreement with Delta Dental ends.

Written Notice of Claim/Proof of Loss

Delta Dental must be given written proof of loss within [12 months] after the date of the loss and must include
information regarding other group coverage if applicable. If it is not reasonably possible to give written proof in the time
required, the claim will not be reduced or denied solely for this reason, provided proof is filed as soon as reasonably
possible. In any event, proof of loss must be given no later than one year from such time (unless the claimant was
legally incapacitated).

All written proof of loss must be given to Delta Dental within [12] months of the termination of this Contract.

Time of Payment

Claims payable under this Contract for any loss other than for which this Contract provides any periodic payment will
be paid no later than 30 days after written proof of loss is received. Delta Dental will notify the Primary Enrollee and
his/her Provider of any additional information needed to process the claim within this 30day period.

Claims Appeal

Delta Dental’s commitment to the Enrollee is to ensure quality throughout the entire dental benefit process: from the
courtesy extended to the Enrollee by our Customer Service Representatives to the dental services provided by Premier
and PPO Providers. If the Enrollee has questions about any services received, we recommend that the Enrollee first
discusses the matter with his/her Provider. However, if the Enrollee continues to have concerns, they should call our
Customer Service Center. The Enrollee can also e-mail questions by accessing the “Contact Us” section of our web
site at www.deltadentalins.com.

Complaints or Appeals regarding eligibility, the denial of dental services or claims, the policies, procedures, or
operations of Delta Dental, or the quality of dental services performed by the Provider may be directed in writing to us
or by calling us toll-free at 800-521-2651.

When the Enrollee writes, he/she should include the name of the Enrollee, the Primary Enrollee’s name and ID
number, and their telephone number on all correspondence. The Enrollee should also include a copy of the claim
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form, claim statement, or other relevant information. The claim statement will have an explanation of the claim review
and any complaint or appeal process and time limits applicable to such process.

Delta Dental will notify the Enrollee and his/her Provider if Benefits are denied for services submitted on a Claim
Form, in whole or in part, stating the reason(s) for denial. The Enrollee and his/her Provider have at least 180 days
after receiving a notice of denial to request a review by writing to Delta Dental giving reasons why they believe the
denial was wrong. The Enrollee and his/her Provider may also ask Delta Dental to examine any additional information
provided that may support the complaint or appeal.

Send your complaint or appeal to Delta Dental at the address shown below:

Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023

Delta Dental will send the Enrollee a written acknowledgment within 5 days upon receipt of the [complaint]
[grievance] or appeal. Delta Dental will make a full and fair review within 30 days after we receive the [complaint]
[grievance] or appeal. Delta Dental may ask for more documents if needed. Delta Dental will send the Enrollee a
decision within 30 days. The review will take into account all comments, documents, records or other information,
regardless of whether such information was submitted or considered initially. If the review is of a denial based in
whole or in part on lack of dental necessity, experimental treatment or clinical judgment in applying the terms of this
Contract, Delta Dental shall consult with a dentist who has appropriate training and experience. The review will be
conducted for us by a person who is neither the individual who made the claim denial that is subject to the review, nor
the subordinate of such individual.

If the Enrollee believes he/she needs further review of their [complaint] [grievance] or appeal, he/she may [file a request
with us for a second level review or] contact his/her state insurance regulatory agency.

6.08 To Whom Benefits Are Paid

7.01

7.02

7.03

7.04

7.05

7.06

Payment for services provided by a PPO Provider or a Premier Provider will be made directly to the Provider. Any
other payments provided by this Contract will be made to the Primary Enrollee.. All Benefits not paid to the Provider
will be payable to the Primary Enrollee, to his/her estate, or to an alternate recipient as directed by court order except
that if the person is a minor or otherwise not competent to give a valid release, Benefits may be payable to his/her
parent, guardian or other person actually supporting him/her.

ARTICLE 7
GENERAL PROVISIONS

Entire Contract: Changes

This Contract, including the Application and the attachments listed in Article 9, is the entire agreement between the
parties. No agent has authority to change this Contract or waive any of its provisions. No change in this Contract will be
valid unless approved by an executive officer of Delta Dental.

Severability
If any part of this Contract or an amendment of it is found by a court or other authority to be illegal, void or not
enforceable, all other portions of this Contract will remain in full force and effect.

Conformity With State Laws

All legal questions about this Contract will be governed by the state of Arkansas where this Contract was entered into
and is to be performed. Any part of this Contract which, on its Effective Date, conflicts with the laws of Arkansas is
hereby amended to conform to the minimum requirements of such laws.

Misstatements on Application; Effect

In the absence of fraud or intentional misrepresentation of material fact in applying for or procuring coverage under the
terms of this Contract, all statements made by the Contractholder will be deemed representations and not warranties. No
such statement will be used in defense to a claim under this Contract, unless it is contained in a written instrument
signed by the Contractholder, a copy of which has been furnished to such Contractholder.

Legal Actions

No action at law or in equity will be brought to recover on this Contract before 60 days after proof of loss has been filed
in accordance with requirements of this Contract; nor will an action be brought after the expiration of three (3) years
after the time written proof is required to be furnished.

Not in Lieu of Workers’ Compensation
This Contract is not in lieu of and does not affect any requirements for coverage by workers’ compensation insurance.
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7.07

7.08

7.09

7.10

[7.11

7.12

7.13

7.14

7.15

[7.16

Certificate of Insurance

[Delta Dental will issue to the Contractholder for delivery to each Primary Enrollee a certificate/Evidence of Coverage
booklet summarizing the Benefits to which they are entitled and to whom Benefits are payable.] [Delta Dental will issue
to the Contractholder an electronic file containing a certificate/Evidence of Coverage booklet summarizing the Benefits
to which Enrollees are entitled and to whom Benefits are payable. Each Primary Enrollee will have electronic access to
the certificate.] The certificate is not assignable and the Benefits are not assignable prior to a claim. If any amendment
to this Contract will materially affect any Benefits described in the certificate, new certificates or riders showing the
change will be issued.

Publications About Program
Contractholder and Delta Dental agree to consult as is reasonably practical on all material published or distributed about
this Contract. No material will be published or distributed which conflicts with the terms of this Contract.

Professional Relationship
Contractholder and Delta Dental agree to permit and encourage the professional relationship between Provider and
Enrollee to be maintained without interference.

Notice; Where Directed

All formal notice under this Contract must be in writing and sent by first-class United States mail, overnight delivery
service, or personal delivery. Notice by United States mail will be effective 48 hours after mailing with fully prepaid
postage.

Indemnification

Contractholder will indemnify, defend and hold harmless Delta Dental, its directors, officers, employees, agents and
affiliated companies against any and all claims, demands, liabilities, costs, damages and causes of action or
administrative proceedings whatsoever, including reasonable attorney’s fees, arising from Contractholder’s negligent
performance or non-performance of its obligations under this Agreement.

Delta Dental will indemnify, defend and hold harmless Contractholder and its employees and agents, against any and all
claims, demands, liabilities, costs, damages and causes of action or administrative proceedings whatsoever, including
reasonable attorney’s fees, arising from Delta Dental’s negligent performance or non-performance of its obligations
under this Agreement.]

Time Limit On Certain Defenses

After this Contract has been in force for three (3) years from the Effective Date, no statement made by the
Contractholder will be used to void this Contract. No statement by an Enrollee with respect to the Enrollee’s
insurability, will be used to reduce or deny a claim or contest the validity of insurance for such Enrollee after that
person’s coverage has been in effect three (3) years or more during his or her lifetime.

Compliance with Administrative Simplification, Security and Privacy Regulations

Contractholder shall comply in all respects with applicable federal, state and local laws and regulations relating to
administrative simplification, security and privacy of individually identifiable Enrollee information. The Contractholder
agrees that this Contract may be amended as necessary to comply with federal regulations issued under the Health
Insurance Portability and Accountability Act of 1996 or to comply with any other enacted administrative simplifications,
security or privacy laws or regulations.

Impossibility of Performance

Neither party shall be liable to the other or be deemed to be in breach of this Contract for any failure or delay in
performance arising out of causes beyond its reasonable control. Such causes are strictly limited to include acts of God
or of a public enemy, explosion, fires, or unusually severe weather. Dates and times of performance shall be extended
to the extent of the delays excused by this paragraph, provided that the party whose performance is affected notifies the
other promptly of the existence and nature of the delay.

Third Party Administrator (TPA)

Delta Dental may use the services of a TPA, duly registered under applicable state law, to provide services under this
Contract. Any TPA providing such services or receiving such information shall enter into a separate Business Associate
Agreement with Delta Dental providing that the TPA shall meet HIPAA requirements for the preservation of protected
health information of Enrollees.

Eligibility Update Through Delta Dental’s Website

Contractholder agrees to be responsible for any and all hardware, software or any other equipment, application or
transmission capability to access the Delta Dental web site, including its Internet Access Provider (IAP) or Internet
Service Provider (ISP). Contractholder will hold Delta Dental and its parent company, which provides computer
processing services, harmless for any and all transmission or update delays, failures or errors caused by Contractholder’s
acts or omissions or caused by the ISP’s acts or omissions. Contractholder agrees to hold Delta Dental and its parent
company harmless for any and all potential breaches of confidentiality resulting from or arising out of the transmission
or update of Enrollee eligibility information through Internet connections. Contractholder shall indemnify Delta Dental
and its parent company from and against any liability or loss Delta Dental or its parent company may incur by reason of
any covenant, condition or warranty contained in this Contract relating to confidentiality or the interception of
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8.01

8.02

8.03

8.04

8.05

transmission over the Internet by unknown third parties except for any breach caused by Delta Dental’s or its parent
company’s error or omission.]

ARTICLE 8
TERMINATION AND RENEWAL,

This Contract may be terminated only as follows:

e [By Contractholder upon [(60)] days written notice.]

e By Delta Dental,

(1) upon [(60)] days written notice if Contractholder fails to furnish Delta Dental a list of all Enrollees as required
under section 2.01; or

(2) upon [(60)] days written notice if Contractholder fails to permit Delta Dental to inspect Contractholder’s
records as called for under section 2.02; or

(3) upon [(31)] days written notice if Contractholder fails to pay Premiums, in the amount and manner required by
Article 3.

e By Delta Dental, if Contractholder reports fewer than the Minimum Number of Primary Enrollees shown in
Appendix A for three (3) consecutive months. Delta Dental must give Contractholder notice within 15 days after
receiving the list of Primary Employees which shows that Delta Dental may terminate on this basis.

e By Delta Dental at the end of a Contract Term upon 60 days written notice.

In the event this Contract is terminated under Section 8.01 second bullet item, Contractholder will become immediately
obligated upon termination to pay Delta Dental for that portion of the monthly Premium which constitutes for the
current Contract Term Delta Dental’s direct costs of administering this Contract (calculated by subtracting the pure
Premium from the total Premium) multiplied by the remaining number of months from the date of termination to the
expiration of the current Contract Term, but the amount will not exceed 25 percent of the total Premium for the entire
Contract Term.

If Contractholder notifies Delta Dental that it intends to terminate this Contract upon less than 60 days notice, Section
8.02 will apply as if Delta Dental terminated this Contract under Section 8.01 second bullet.

Delta Dental will not be required to do Pre-treatment Estimates if this Contract is terminated for any cause nor will Delta
Dental be required to pay for services performed beyond the termination date except for completion of Single
Procedures commenced while this Contract was in effect.

Delta Dental will provide [60] days advance written renewal notice prior to the end of the initial or any subsequent
Contract Terms indicating if Premiums and/or Benefits will remain the same or change. The Contractholder’s payment
of the Premium indicated in the renewal notice for the new Contract Term will signify the Contractholder’s acceptance
of the renewal. If the Contractholder fails to provide written notification to Delta Dental of non-renewal by the date
indicated in the renewal letter and/or does not pay the Premiums indicated in the renewal notice with the new Contract
Term, Delta Dental will terminate this Contract under 8.01 second bullet, item (3).

ARTICLE 9
ATTACHMENTS

These documents are attached to this Contract and made a part of it:

Appendix A Group Policy Schedule

Appendix B Arkansas Life and Health Insurance Guaranty Association Act
[Appendix C  Table of Allowances]

Copy of Application

[Appendix to the Application]
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APPENDIX A
GROUP POLICY SCHEDULE
[Information in this section is variable.]
Contractholder Name:

Address:
Group Number:
Effective Date:

Contract Term:

_Benefits:
Contract Benefit Level
In-Network Out-of-Network
PPO Premier Non-Delta Dental

Diagnostic and Preventive Benefits: % % %
[Basic Benefits:] % % %
[Major Benefits:] % % %
[Orthodontic Benefits:] % % %
[TMJ Benefits:] % % %
[Implant Benefits:] % % %
| [Dental Accident Benefits:]] % % %

[Delta Dental will pay or otherwise discharge the Maximum Contract Allowance up to the amounts shown on the Table of
Allowances, for Diagnostic and Preventive, Basic, Major, Implant and Dental Accident Benefits. However, Delta Dental
will pay a percentage of the Maximum Contract Allowance for the following services:

Contract Benefit Level
In-Network Out-of-Network
PPO Premier Non-Delta Dental
[Orthodontic Benefits:] % % %
[TMJ Benefits:] % % %

[Late Entrants: Benefits for Late Entrants are limited until they have been enrolled in this Contract for [12] consecutive

_months.]
Contract Benefit Level
In-Network Out-of-Network
PPO Premier Non-Delta Dental

Diagnostic and Preventive Benefits: % % %
[Basic Benefits:] % % %
[Major Benefits:] % % %
[Orthodontic Benefits:] % % %
[TMJ Benefits:] % % %
[Implant Benefits:] % % %
| [Dental Accident Benefits:]] % % %

Waiting Periods:
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[[Basic Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months.] [Waiting
periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported by the
Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

[[Basic Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months. The
waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods
are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder for said Primary
Enrollee.]]

[[Major Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months.] [Waiting
periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported by the
Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

[[Major Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months. The
waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods
are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder for said Primary
Enrollee.]]

[[Orthodontic Benefits are limited to [dependent children of Primary Enrollees] [Primary Enrollees and their Dependent
Enrollees] who have been enrolled in this Contract for [12] consecutive months.] [Waiting periods are calculated for
each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported by the Contractholder for said
Primary Enrollee and/or Dependent Enrollee.]]

[[Orthodontic Benefits are limited to [dependent children of Primary Enrollees] [Primary Enrollees and their Dependent
Enrollees] who have been enrolled in this Contract for [12] consecutive months. The waiting period for a Dependent

XXXXX



Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods are calculated for each Primary
Enrollee from the Effective Date reported by the Contractholder for said Primary Enrollee.]]

o [[TMJ Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months.] [Waiting
periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported by the
Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

[[TMJ Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months. The
waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods
are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder for said Primary
Enrollee.]]

o [[Implant Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months.]
[Waliting periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported
by the Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

[[Implant Benefits are limited to Enrollees who have been enrolled in this Contract for [12] consecutive months. The
waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods
are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder for said Primary

Enrollee.]]
Deductible Amount:
For each Enrollee per [Contract/Calendar Year]: $.
For each family per [Contract/Calendar Year]: 3.

[Lifetime Deductible per Enrollee: $ |

[Orthodontic Benefits are subject to a separate Deductible of $ [per Enrollee/per dependent child Enrollee] per
[Calendar/Contract Year/ lifetime]

[TMJ Benefits are subject to a separate Deductible of $ per Enrollee per [Calendar/Contract Year/lifetime.]
[Implant Benefits are subject to a separate Deductible of $ per Enrollee per [Calendar/Contract Year/lifetime.]
[The Deductible does not apply to Diagnostic and Preventive Services [or Orthodontic/TMJ/Implant Services.]

[Any Deductible amount satisfied by the Enrollee during the last three (3) months of the year will be applied toward the
Deductible for the following year.]

[Deductible Takeover Credit:
[Any Deductible satisfied by the Enrollees under the Contractholder’s prior plan from January 1st to the Effective Date will be
credited towards the Deductible under this Contract.]

[Any Deductible satisfied by the Enrollees for [Orthodontic, TMJ or Implant Benefits] under the Contractholder’s prior plan
from January 1, 200__to the Effective Date will be credited towards the Deductible under this plan.]

[Delta Dental will receive credit for any lifetime [Orthodontic, TMJ or Implant] Deductible amounts satisfied under the
Contractholder’s previous dental care plan.]]

Maximum Amount:

per Enrollee per [Contract/Calendar Year.].]

per [[Enrollee/dependent child Enrollee] per [lifetime/Calendar/ContractYear] for Orthodontic Benefits.]
[per Enrollee per lifetime for TMJ Benefits.]

[per Enrollee per lifetime for Implant Benefits.]

[per Enrollee each [Contract/Calendar Year. For Dental Accident Benefits]

A A A LA N

[The Maximum Amount does not apply to Diagnostic and Preventive Benefits.]

[Delta Dental will receive credit for any amounts paid under the Contractholder’s previous dental care plan from January 1% to
the Effective Date. These amounts will be credited towards the Calendar Year Maximum.]

Delta Dental will receive credit for any amounts paid under the Contractholder’s previous dental care Contract, if applicable,
for [Orthodontic/TMJ/Implant Benefits]. These amounts will be credited towards the maximum amounts payable for
[Orthodontic/TMJ/Implant Benefits.]

Termination;
[Less than 10 Primary Enrollees.]

[A [30%] reduction in the number of Primary Enrollees over three (3) consecutive months.]
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Premiums:
Monthly Amount:
[Per Primary Enrollee:

Per Primary Enrollee and his/her Dependent Enrollees:]

[Per Primary Enrollee:
Per Primary Enrollee with one Dependent Enrollee:
Per Primary Enrollee with two or more Dependent Enrollees:]

[Per Primary Enrollee:

Per Primary Enrollee and Spouse:
Per Primary Enrollee and Child(ren):
Per Primary Enrollee and Family:]

Premiums are to be remitted to:
Delta Dental Insurance Company
P. O. Box 1809
Alpharetta, GA 30022-1809

Payment Breakdown:

Contractholder shall pay: % for Primary Enrollee
% for Dependent Enrollees

Primary Enrollee shall pay: % for Primary Enrollee
% for Dependent Enrollees

[Delta Dental shall receive a full month’s Premium for all Enrollees.]

Contractholder may charge persons electing continued coverage pursuant to Title X of P.L. 99 as permitted by law.
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APPENDIX B
LIMITATIONS AND EXCLUSIONS UNDER THE

ARKANSAS LIFE AND HEALTH INSURANCE
GUARANTY ASSOCIATION ACT

Residents of this state who purchase life insurance, annuities or health and accident insurance should know that the insurance companies licensed in
this state to write these types of insurance are members of the Arkansas Life and Health Insurance Guaranty Association (“Guaranty Association”).
The purpose of the Guaranty Association is to assure that policy and contract owners will be protected, within certain limits, in the unlikely event that
a member insurer becomes financially unable to meet its obligations. If this should happen, the Guaranty Association will assess its other member
insurance companies for the money to pay the claims of policy owners who live in this state and, in some cases, to keep coverage in force. The
valuable extra protection provided by the member insurers through the Guaranty Association is not limited, however. And, as noted in the box
below, this protection is not a substitute for consumers’ care in selecting insurance companies that are well managed and financially stable.

DISCLAIMER

The Arkansas Life and Health Insurance Guaranty Association
(“Guaranty Association™) may not provide coverage for this policy.
If coverage is provided, it may be subject to substantial limitations
or exclusions and require continued residency in this state. You
should not rely on coverage by the Guaranty Association in
purchasing an insurance policy or contract.

Coverage is NOT provided for your policy or contract or any
portion of it that is not guaranteed by the insurer or for which you
have assumed the risk, such as non-guaranteed amounts held in a
separate account under a variable life or variable annuity contract.

Insurance companies or their agents are required by law to
provide you with this notice. However, insurance companies and
their agents are prohibited by law from using the existence of the
Guaranty Association to induce you to purchase any kind of
insurance policy.

The Arkansas Life and Health Insurance Guaranty Association
c/o The Liquidation Division

1023 West Capitol

Little Rock, Arkansas 72201

Arkansas Insurance Department
1200 West Third Street
Little Rock, Arkansas 72201-1904

The state law that provides for this safety-net is called the Arkansas Life and Health Insurance Guaranty Association Act
(“Act”). Below is a brief summary of the Act’s coverage’s, exclusions and limits. This summary does not cover all provisions
of the Act; nor does it in any way change anyone’s rights or obligations under the Act or obligations of the Guaranty
Association.

COVERAGE

Generally, individuals will be protected by the Guaranty Association if they live in this state and hold a life, annuity or health insurance contract or
policy, or if they are insured under a group insurance contract issued by a member insurer. The beneficiaries, payees or assignees of policy or
contract owners are protected as well, even if they live in another state.
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EXCUSIONS FROM COVERAGE
However, persons owning such policies are NOT protected by the Guaranty Association if:

They are eligible for protection under the law of another state (this may occur when the insolvent insurer was incorporated in another state
whose guaranty association protects insured’s who live outside that state).

The insurer was not authorized to do business in this state.

Their policy or contract was issued by a nonprofit hospital or medical service organization, an HMO, a fraternal benefit society, a
mandatory state pooling plan, a mutual assessment company or similar plan in which the policy or contract owner is subject to future
assessments, or by an insurance exchange.

The Guaranty Association also does NOT provide coverage for:

Any policy or contract or portion thereof which is not guaranteed by the insurer or for which the owner has assumed the risk, such as non-
guaranteed amounts held in a separate account under a variable life or variable annuity contract;

Any policy of reinsurance (unless an assumption certificate was issued);
Dividends and voting rights and experience rating credits;
Credits given in connection with the administration of a policy by a group contract holder;

Employers’ plans to the extent they are self-funded (that is, not insured by an insurance company, even if an insurance company
administers them);

Unallocated annuity contracts (which give rights to groups contract holders, not individuals);

Unallocated annuity contracts issued to/in connection with benefit plan protected under Federal Pension Benefit Corporation
(“FPBC”)(whether the FPBC is yet liable or not);

Portions of an allocated annuity contract now owned by a benefit plan or a government lottery (unless the owner is a resident) or issued toa
collective investment trust or similar pooled fund offered by a bank or other financial institution );

Portions of a policy or contract to the extent assessments required by law for the Guaranty Association are preempted by State or Federal
law;

Obligation that do not arise under the policy or contract, including claims based on marketing materials or side letters, riders or other
documents which do not meet filing requirements, or claims for policy misrepresentations, or extra-contractual or penalty claims;

Contractual agreements establishing the member insurer’s obligations to provide book value accounting guarantees for defined
contribution benefit plan participants (by reference to a portfolio of assets owned by a nonaffiliated benefit plan or its trustees).

LIMITS ON AMOUNTS OF COVERAGE

The Act also limits the amount the Guarantee Association is obligated to cover: The Guaranty Association cannot pay more than what the
insurance company would owe under a policy or contract. Also, for any one insured life, the Guaranty Association will pay a maximum of
$300,000 —no matter how many policies and contracts there were with the same company, even if they provided different types of coverage’s.
Within this overall $300,000 limit, the Association will not pay more than $300,000 in health insurance benefits, $300,000 in present value of
annuity benefits, or $300,000 in life insurance death benefits or net cash surrender values — again, no matter how many policies and contracts
there were with the same company, and no matter how many different types of coverage’s. There is a $1,000,000 limit with respect to any
contract holder for unallocated annuity benefits, irrespective of the number of contracts held by the contract holder. These are limitations for
which the Guaranty Association is obligated before taking into account either its subrogation and assignment rights or the extent to which those
benefits could be provided out of the assets of the impaired or insolvent insurer.
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APPENDIX C
Dentegra Insurance Company

TABLE OF ALLOWANCES
PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Clinical Oral Evaluations
D0120 Periodic oral evaluation - establiShed Patient......... ... e 26.00
D0140 Limited oral evaluation - problem fOCUSEA .........cecviiiiiiii i e 42.00
D0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ..........c..c........ 26.00
D0150 Comprehensive oral evaluation - new or established patient (limited to one per Provider, all other evaluations
Will be DENEfited @S DOL20).......eiuieieeiiie ettt ettt e bt a et se e e e b e bt sb et et ebe e e et et e e 43.00
D0160 Detailed and extensive oral evaluation - problem focused, by report (limited to one per Provider
all subsequent ones will be benefited as DOL20 ..........ccivieiiiieiieieee e sneeneas 56.00
D0180 Comprehensive periodontal evaluation - new or established patient (limited to one per Provider, all other
evaluations will be benefited as DOL120) ......cceiiiiiieiiie ettt bbbttt be bt b eneas 43.00

Radiographs/Diagnostic Imaging (Including Interpretation) (Any combination of bitewings, periapicals and panoramic films
taken on the same day will be combined as a complete series when the fees are equal to or exceed that of a complete series)

D0210 Intraoral - complete series (INCIUAING DITEWINGS) ....c..ooviiiiiiiiiiieee e 78.00
D0220 Intraoral - periapical - FIrSt fillM.........ccoiiii e s 16.00
D0230 Intraoral - periapical - each additional filM..........ccooviiiiiii s 12.00
D0240 INEra0ral OCCIUSAL FIIM ..eiiiceiccc ettt st be st e e enaeseesbeneeeneenes 19.00
D0250 EXErA0ral - FIFST FIIML ..ot et bbb bt b e bt bt et et sbesbesre e 19.00
D0260 Extraoral - each additional FilM ..........cooiiiiiii et be e 14.00
D0272 BIteWINGS = tWO TIIMS ..ot e et b et neer et et nrenrenre e 25.00
D0273 BiIteWings - Three FIIMS ..ottt b et b e nr et ebe e 34.00
D0274 BItEWINGS = TOUE FIIMS ..ot b e bbbt b e bt bt e b et et sbesbe e e 43.00
D0277 Vertical bitewings - seven t0 Ight filMS.........cooiiii s 53.00
D0330 PANOTAMIC FIIM ..o bbbt b bbbttt bt 70.00
D0340 Cephalometric film (This is a benefit only in conjunction with orthodontic Services)...........cccuervcrenennnenn 70.00
D0350 Oral/facial photographic images (This is a benefit only once per case in conjunction
VL T g oo o] 1 Aoy cT A Tor=T) SRS 42.00
Test and Examinations
D0470 Diagnostic casts (This is a benefit only in conjunction with orthodontic SErvices).........ccccvvvrvieiencncienennne 54.00
Dental Prophylaxis
D1110 PropRyIaxis - AQUIT ........oiiii bbb ettt b e et b e et b nr e ere e 54.00
D1120 Prophylaxis - ChIld (10 808 14) ..o ittt ettt bbbt e b e bbb e bt b e et e e 43.00
Topical Fluoride - (Office Procedure)
D1203 Topical Application of fluoride - child (through age 13) ... 22.00
D1204 Topical Application of fluoride - adult (subject to age limitation specified by the benefit plan).................... 23.00
D1206 Topical fluoride varnish; therapeutic Application for moderate to high caries risk patients (subject to age
limitation specified by the BENEfit PIAN) .....cvcieiii e 23.00

Other Preventive Services
D1351 SEAIANE - PEI TOOTN ...t b e a ettt r et e reeaeere e e benrentenreaneas 28.00
(benefit to permanent first molars through age 8 and second molars through age 15)

Space Maintainers (Passive Appliances)

D1510 Space maintainers — fixed, UNHALEral .............cccoi i e 202.00
D1515 Space maintainers — fixed, DIALEIAl ...........cccviiiiiiiie e e 310.00
D1520 Space maintainers — removable, UNTALEral ............cooov i e 256.00
D1525 Space maintainers — removable, DIALEral ..o 287.00
D1555 Removal of fixed SPACE MAINTAINET ........coiiviieieicie et sr b s r et e besaeete et enbesrestesreens 50.00

Amalgam Restorations (Including Polishing) (the fee for a restoration includes services such as, but not limited to,
adhesives, etching, liners, bases, direct and indirect pulp cap, local anesthesia, polishing, occlusal adjustment, caries, removal
and gingivectomy on the same date of service. Replacement of restorations by the same Provider is a benefit after 24 months)

D2140 Amalgam - one surface, primary OF PEMMEANENT...........ccoiiiiiriiiere ettt 59.00

D2150 Amalgam - two surfaces, primary OF PEIMANENT .........coiiiiriieieieere ettt see et see b e e e e e e sbeseeseeees 78.00

D2160 Amalgam - three surfaces, primary or PEIMANENT ...........ccciviiveieiieiere et re e e b s resreens 93.00

D2161 Amalgam - four or more surfaces, primary OF PEMMANENT.........cvereriererisieseeeereeiesesre e e e seeseeseeseeseesnens 109.00
Resin-Based Composite Restorations-Direct

D2330 Resin-based cOmpPOSIte - ONE SUITACE, ANTEIION .......c.civiiiiie it sresre e e 71.00

D2331 Resin-based composite - tWO SUITACE, ANEEIION.........cccviiieeeeeerere et ens 87.00
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PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D2332 Resin-based composite - three SUrfACES, ANTEIION ..........oiviiiiiiiieeee et eneas 109.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior)...........ccocooiviennnnnns 135.00
D2391 Resin-based composite - 0Ne SUITACE, POSTEIION .......c.civiiiieiiieci et e sre e 59.00
D2392 Resin-based composite - tWo SUFfACES, POSIEIION ........ccviviiiieeeie e sre e 78.00
D2393 Resin-based composite - three SUrfaces, POSIEITON .........cociiiiiiiiieree e 93.00
D2394 Resin-based composite - four or more SUrfaces, POSLEIION .........ciiiiieririeiee ettt 171.00

Fees for Cast Restorations should include tooth preparation, pulp capping, laboratory costs, temporary restorations,
porcelain margins, cement bases, routine buildup/substructure, impressions, local anesthesia, occlusal correction, preparation
of the gingival tissue and any recementation or repair within six months.

Inlay/Onlay Restorations

D2510 INlaY - MEtAITIC - ONE SUIMACE ..o bbbt 233.00
D2520 INlAY - MELAITIC - TWO SUITACES .....c.viieiitiiiiiieee ettt bbb bt st e et et sbesbenbeeneas 271.00
D2530 Inlay - metallic - thre OF MOTE SUIMTACES.......eii ittt s r et e e e e sresresreeneas 305.00
D2542 ONlay - MELAIlIC - tWO SUITACES......ecuvieeeieeie ettt sreane e s e e e aeseesnenne e 353.00
D2543 Onlay - MEtallic - trEE SUMTACES. ... ..ottt 377.00
D2544 Onlay - metallic - fOUr OF MOIE SUMTACES .......cueiiiiiiiie et ee b 394.00
D2610 Inlay - porcelain/Ceramic - ONE SUMTACE .......ciueiiiie ittt besaeste s e et esresbesreeneas 233.00
D2620 Inlay - porcelain/ceramic - tWO SUITACES ........ccveieiiierese sttt ettt sresrenreeneas 271.00
D2630 Inlay - porcelain/ceramic - three Or MOKe SUMTACES .........cviiiiiiiese e 305.00
D2642 Onlay - porcelain/Ceramic - tWO SUITACES .........oiuiiiiiie ittt bbb st sbe e 353.00
D2643 Onlay - porcelain/Ceramic - thre SUMACES.........iii it e et resrenne e 377.00
D2644 Onlay - porcelain/ceramic - fOUr OF MOIE SUMTACES. .......ccviieieiere e 394.00
Crowns-Single Restorations Only
D2740 Crown - porcelain/CeramiC SUDSIIALE .........ccviiiiieie st s r et te s ae e re e s e e e besresreens 375.00
D2750 Crown - porcelain fused to high NOBIE MELal ..........cccoviieieice s 383.00
D2751 Crown - porcelain fused to predominantly base Metal............cccocoriiiiiiiiieii e 341.00
D2752 Crown - porcelain fused to NODIE MLl ..o s 357.00
D2780 Crown - cast 3/4 high NOBIE MELAl .........ccociiiece e 395.00
D2781 Crown - cast 3/4 predominantly base MEtal ............ccooviveieriieise e s 372.00
D2782 Crown - Cast 3/4 NODIE MELAL.........oiiiiiiecee e ettt sb et e et sae e e ereenes 386.00
D2783 Crown - Cast 3/4 POrCEIAINTCEIAMIC. .......iiuiiirieitt ettt e e bbbttt e st e e e bbb ens 405.00
D2790 Crown - full cast high NOBIE MELAl ..........cocoviiii e reens 372.00
D2791 Crown - full cast predominantly base Metal............ccovoveiiiiiieiiii e e 330.00
D2792 Crown - TUll Cast NODIE MELAL ..........coiiiiieieiee ettt st seenteseesneenes 349.00
D2794 CrOWN = TIEANTUIM L.ttt bbbt bt et esb e b bt eb e e b e e R e e e e b et sb e b e s bt ebe e b e e meeneeseenbenbesbeanes 372.00
Other Restorative Services
D2910 Recement inlay, onlay, or partial COVErage reStoration ............cccveieereiiieneiese e 28.00
D2915 Recement cast or prefabricated POSE @NG COME .......cuiiiiiiiiiiriee e bbb 28.00
D2920 RECEIMENT CTOWN ...ttt bbbtk e sk e b e Ee e et e se e s Rt e s Re e Re e Rt e nn e e s b e esnenreenreenreenneennas 28.00
D2930 Prefabricated stainless steel crown - primary t00th..........c.coveeiiiinie i 136.00
D2931 Prefabricated stainless steel crown - permanent t00th ..o 98.00
D2932 PrefabriCated FESIN CIOWN ... .. .o ittt bttt s et b et b e b e bt b e et e e b e b e e b e ebe e b e et e besbesbeere e 98.00
D2933 Prefabricated stainless steel crown wWith reSin WiNAOW ...........cccoeiiiinenieieneisie e B/R*
D2934 Prefabricated esthetic coated stainless steel crown - primary tooth ... B/R*
D2940 SEUALIVE FIITING vttt et b ettt b ettt 50.00
D2950 Core build-up, including any pins (considered part of crown fee except in exceptional circumstances
or for endodontically treated tEETN)........cceiviiiicc e 78.00
D2951 Pin retention - per tooth, in addition t0 reStOration ...........ccccivirierieiiie e 28.00
D2952 Post and core in addition to crown, indirectly fabricated...........cccccooviiiriieieier 116.00
D2954 Prefabricated post and core in addition 10 CrOWN ........co.iiiiiiiiiie e e 98.00
D2960 Labial veneer (resin 1aminate) - ChaIrSIAE .........ccviviiicieice et ene s 147.00
D2961 Labial veneer (resin laminate) - 1aD0ratory .........ccoviveiericie s 233.00
D2962 Labial veneer (porcelain laminate) - [aDOratory ..o 299.00
D2971 Additional procedures to construct new crown under existing partial denture framework............c.ccocevevrenene. B/R*
D2980 (@8 {0101V N =T o U] SR B/R*
Pulpotomy
D3220 Therapeutic pulpotomy (excluding final reStOration)...........ccooeiiiiiiieie e 81.00
D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development ...........ccccevvevenins 81.00
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Endodontic Therapy (Including treatment plan, clinical procedures and follow-up care)
D3310 Endodontic therapy, anterior tooth (excluding final restoration) ..........cccccovevierevininnie s 350.00
D3320 Endodontic therapy, bicuspid tooth (excluding final reStoration) ............cccvevrieniiineneinee e 415.00
D3330 Endodontic therapy, molar (excluding final reStoration) ...........c.coccoirieiiiniie e 527.00

Endodontic Retreatment
Retreatment of root canal therapy within 24 months of the initial procedure is included in the original contracted fee when
performed by the same Provider or in the original submitted fee when performed by an out-of-network Provider.

D3346 Retreatment of previous root canal therapy - @NTEIOT ..........cccoviieiiiieiie e 419.00
D3347 Retreatment of previous root canal therapy - DICUSPId.........ccoveieiiiiiiieiicicce e 496.00
D3348 Retreatment of previous root canal therapy - MOIAr ... 605.00
Apexification/Recalcification Procedures
D3351 Apexification/recalCification - INItIAl VISIT..........c.coeiiriiiiiiiie e enes 225.00
D3352 Apexification/recalcification - interim medication replaCement ...........ocoeieieriiniinne e 98.00
D3353 Apexification/recalcification - final visit (includes completed root canal therapy) ..........cccooeveiiiiiinnnnncns 332.00
Apicoectomy/Periradicular Services
D3410 Apicoectomy/periradiCcular SUFgErY - NTEITON .........coeoiiiiiiirieisee et 273.00
D3421 Apicoectomy/periradicular surgery - bicuspid - (firSt FOO) ........cooiiiiiiiii it 341.00
D3425 Apicoectomy/periradicular surgery - molar - (FIrSt rO0t) ......cccvveiiiiiie i 400.00
D3426 Apicoectomy/periradicular surgery - (each additional ro0t) .........cccccvviiiiiieiicierc e 124.00
D3430 Retrograde filliNg = PEI FOOT ......c.oiuiiiiiie bbbttt b e et b sn et neas 81.00
D3450 ROOL @MPULALTION = PEF TOOL ...ttt ettt st b et b et e e b e be bt bt s be bt e b e e e enbesbesbesbeeneas 186.00

Other Endodontic Procedures
D3920 Hemisection (including any root removal), not including root canal therapy..........ccccooevviieniinenninenen, 186.00

Surgical Services (Including usual postoperative care)
On periodontal surgical procedures, the surgery is considered to include any surgical re-entry or scaling and root planing
for three years.

D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant....... 245.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant.......... 87.00
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded spaces
PO QUAATANT. ...tttk bbbtk b etk e bt ekt b et ekt e b e e ekt b e e ekt eb et e bt eb et e bt b e e bt b e s e b e 310.00
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded spaces
[OLC 0 U To =T | OSSR 186.00
D4249 Clinical crown 1engthening - Nard tISSUE .........ccviiieiirieciereses st sr e sneeneens B/R*
D4260 Osseous surgery (including flap entry and closure) - four or more contiguous teeth or tooth bounded spaces
QL= g0 U Vo =1 | SO PRSP UO PP 451.00
D4261 Osseous surgery (including flap entry and closure) - one to three contiguous teeth or tooth bounded spaces
QL= 0 [T To T =1 | S 270.00
D4270 Pedicle soft tissue graft procedure (limited to two sites per quadrant) ..........c.ccoeoeiereiineneieneneese e 341.00
D4271 Free soft tissue graft procedure (including donor site surgery) (limited to two sites per quadrant) .............. 391.00
Non-Surgical Periodontal Service
D4341 Periodontal scaling and root planing - four or more teeth per quadrant............coccoeeereiiineiincin e 124.00
D4342 Periodontal scaling and root planing - one to three teeth per quadrant.............ccooeiiiieniininienicies e 74.00
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis ..........cccccevveveiieieeieicneseseees 54.00
Other Periodontal Services
D4910 Periodontal MainteNaNCE PrOCEAUIE .........cceieiieie ittt ettt bbb bt st e et b et e beseesbesre e 68.00
Complete Dentures (Includes routine post delivery care and relining for the first six months after placement)
D5110 Complete denture - MAXIHTTANY ..o ettt b e et eb e ebe e 426.00
D5120 Complete denture - MANAIDUIAT ...........ooi ettt b e b 426.00
D5130 Immediate denture - MAaXITIArY ... et r e te et e e e resreeres 465.00
D5140 Immediate denture - MAaNIDUIAL ... bbbt 465.00
Partial Dentures (Includes routine post delivery care for the first six months after placement)
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) ..........cccccoveveie. 295.00
D5212 Mandibular partial denture -resin base (including any conventional clasps, rests and teeth) ...........c..cccue.... 295.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional
ClasPS, FESES ANA TEELN) ...t bbbttt b e bbbt bt et e st st ebenbe b ens 504.00

DTOA 26 Template 2009-2010(04-09)



PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any conventional
ClasPS, FESES AN TN .......eiviiieiiieie bbb et b e et b e et b e et b et be e 504.00
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) ...........ccooeoeiiiiiiiniins 378.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth).........cccccecceveviiiiiniinnnnns 378.00
D5281 Removable unilateral partial denture-one piece cast metal (including clasps and teeth) .........cccceeveeveiernnnn. 310.00
Adjustment to Dentures
D5410 Adjust complete denture - MAaXIIIANY ........ccooviii i e e 37.00
D5411 Adjust complete denture - MaNAIDUIAL ............cooiiiiicc e 37.00
D5421 Adjust partial denture - MAXIHTAIY ........ccooiiii et 37.00
D5422 Adjust partial denture - MANAIDUIAL ...........ooiiiii bbb 37.00
Repairs to Complete Dentures
D5510 Repair broken complete dentUIE DASE .........oiiiiiiii et 81.00
D5520 Replace missing broken tooth - complete denture (each tOOth) ..o 74.00
Repairs to Partial Dentures
D5610 REPAIT TESTN TENTUME DASE ...ttt ettt b e bbbt e et b e et e b e e bt ab e et ebe e 81.00
D5620 REPAIT CASE FTAMEBWOIK ...t et bkttt b e b eb e b e bt e b e et e besbesbenbesneas 115.00
D5630 Repair or replace BrOKEN ClASP ........ccviiiieiiie ettt be st e re s aeere e e e besresresneeneas 109.00
D5640 Replace broken teeth - PErtOOTh ........c.oiiii i s 74.00
D5650 Add tooth to existing Partial ENTUME...........ccoiiii e e 96.00
D5660 Add clasp to exXiSting PArtial GENTUIE........c..ciiie et b bbb e b e sbesbe e 109.00

Denture Rebase Procedures (Any rebase includes relining and any adjustments for six months following placement. One
rebase per arch is covered in a 24 month period)

D5710 Rebase complete MaXillary GENTUIE..........co.oiiiiii et bbb b b ene s 248.00
D5711 Rebase complete Mandibular ENTUIE..........ovciiiiii it besreeneas 248.00
D5720 Rebase maxillary partial QENTUIE ...........cveiireie et re e ere e e aenresrenneaneas 223.00
D5721 Rebase mandibular partial eNtUIE ..o 223.00
Denture Reline Procedures
D5730 Reline complete maxillary denture (ChairSide).........ccveuerieieiiriiiie sttt e eneas 144.00
D5731 Reline complete mandibular denture (ChIrSIAE).........ccoeiiirieiierei i 144.00
D5740 Reline maxillary partial denture (ChAIrSIAR) .........coeiiiieiieie e e 136.00
D5741 Reline mandibular partial denture (ChairSide) ..........ccvcveieieiiii s 136.00
D5750 Reline complete maxillary denture (I2D0ratory)........c.coveveeiiriiieie et enes 217.00
D5751 Reline complete mandibular denture (IaDOratory).........ccovieieiiieneiieie e 217.00
D5760 Reline maxillary partial denture (IabOratory) ..o e 205.00
D5761 Reline mandibular partial denture (Iab0ratory) ........ccccviieieieiiie st ene s 205.00
Interim Prosthesis
D5820 Interim partial denture - MAaXIIIArY ... e e 175.00
D5821 Interim partial denture - MANAIDUIAL ... e 175.00
Other Removable Prosthetic Services
D5850 Tissue CONAItIONING = MAXTTTANY ......c.oiuiiiiieiee e b e bbbttt b e b et seesbesbeeneas 47.00
D5851 Tissue conditioning - MANAIDUIAT............coiiiiii e e sr et resreens 47.00

Maxillofacial Prosthetics

D5900-5999 Maxillofacial prosthetic procedures are generally not benefits of Delta Dental programs. When covered, they
follow the benefits required under state regulatory guidelines, and typically are limited to services provided to newborn,
dependent children for medically diagnosed congenital defects, birth abnormalities.

Implant Services
Pre-Surgical Services

D6190 Radiographic/surgical iMPIant INAEX........ccueveieiiiieiie ettt r e r e e saesrenresreeneas B/R*
Surgical Services
D6010 Surgical placement of implant body: endosteal IMPIANt ...........ccccceiiiieiiciice s 0.00
D6012 Surgical placement of interim implant body for transitional prosthesis: endosteal implant................cc.ccoceeeee. 0.00
(Delta Dental considers this procedure part of the transitional prosthesis which is not a covered
benefit)
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D6040 Surgical placement: epoSteal IMPIANT.........ccciiiiie e sreenes 0.00

D6050 Surgical placement: transoSteal IMPIANT..........coiiiiiiii e 0.00
PROCEDURE TABLE OF
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Implant Supported Prosthetics
Supporting Structures

D6055 Dental implant sSupported CONNECLING DA ..........ciiiiiiiiere e 0.00
D5212 Mandibular abutment — INClUES PIACEMENT........c..oiiiee e e 0.00
D6056 Prefabricated abutment — iNClUES PIACEMENT ..........oii i bbb ane s 0.00
D6057 Custom abutment — INCIUAES PIACEMENL ........cceiiiiii e se e e e sr e e sreane s 0.00
Implant/Abutment Supported Removable Dentures
D6053 Implant/abutment supported removable denture for completely edentulous arch...........c.ccocveevevieievcicccnieennn, 0.00
D6054 Implant/abutment supported removable denture for partially edentulous arch............ccccocvvivviviicicncnc e 0.00
Implant/Abutment Supported Fixed Dentures (Hybrid Prosthesis)
D6078 Implant/abutment supported fixed denture for completely edentulous arch ............ccccoviviievciincc e 0.00
D6079 Implant/abutment supported fixed denture for partially edentulous arch............c.ccocvcvviviiriiiicicsse e 0.00
Single Crowns, Abutment Supported
D6058 Abutment supported porcelain/CeramiC CrOWN.........c.ciiiiiiiie s se ettt e st e e e e b e tesreete e e esbesresbesre e 0.00
D6059 Abutment supported porcelain fused to metal crown (high noble metal) ... 0.00
D6060 Abutment supported porcelain fused to metal crown (predominantly base metal) ..o 0.00
D6061 Abutment supported porcelain fused to metal crown (noble metal) ..o 0.00
D6062 Abutment supported cast metal crown (high noble metal) ... 0.00
D6063 Abutment supported cast metal crown (predominantly base metal) ........ccccoooveiveieiicni v 0.00
D6064 Abutment supported cast metal crown (NOble Metal) ...........cooiiiiiiiiii e 0.00
D6094 Abutment supported Crown — (LIEANTUM) .....oouiiiiie et b e b e b e 0.00
Single Crowns, Implant Supported
D6065 Implant supported Porcelain/CeramiC CrOWN ...........ccieiiiiieiiie ettt sne e 0.00
D6066 Implant supported porcelain fused to metal crown (titanium, titanium alloy, high noble metal)...................... 0.00
D6067 Implant supported metal crown (titanium, titanium alloy, noble metal) ........c.cccccoveviii i 0.00
Fixed Partial Denture, Abutment Supported
D6068 Abutment supported retainer for porcelain/Ceramic FPD ...........ccoocooiiiiiiiiiiiie e 0.00
D6069 Abutment supported retainer for porcelain fused to metal FPD (high noble metal) .........cccccooeeeiivcicicnennn, 0.00
D6070 Abutment supported retainer for porcelain fused to metal FPD (predominantly base metal)...........c..cccovevennee. 0.00
D6071 Abutment supported retainer for porcelain fused to metal FPD (noble metal) ........ccccooviveinieieienic e 0.00
D6072 Abutment supported retainer for cast metal FPD (high noble metal)..........ccccoiiiiiiiiiiee 0.00
D6073 Abutment supported retainer for cast metal FPD (predominantly base metal) ..........ccccoovviiiieiiicicvcic s, 0.00
D6074 Abutment supported retainer for cast metal FPD (noble metal)..........ccoovvviiiiciciecce e 0.00
D6194 Abutment supported retainer crown for FPD — (Titanium) ........ccooeiiiiiiiiiiiineeseee e 0.00
Fixed Partial Denture, Implant Supported
D6075 Implant supported retainer for CEramiC FPD ...........cccv i 0.00
D6076 Implant supported retainer for porcelain fused to metal FPD (titanium, titanium alloy, or high noble metal) .. 0.00
D6077 Implant supported retainer for cast metal FPD (titanium, titanium alloy, or high noble metal)......................... 0.00

Other Implant Services
D6080 Implant maintenance procedures, including removal of prosthesis, cleansing of prosthesis and abutments and

FEINSEITION OF PrOSTNESES ... .eeieiiie ittt bbb bt et e et e st e b e besbesbeens 0.00
D6090 Repair implant SUPPOrtEd PrOSTNESIS .....c.vciviiiiiiiiceeie et s ae e e e e s et e st e eesrestesreeneas B/R*
D6095 Repair implant @DULMENT ..o e e et saeere e e es e e aensesaesresrenreaneas B/R*
D6091 Replacement of semi-precision or precision attachment (male or female component) of implant/abutment

supported prosthesis, Per attAChMENT..........coi it se e b e 0.00

(D6091 is a benefit only after the prosthodontic time limitation (usually 5 years) has elapsed since the
implant attachment was placed)

D6092 Recement implant/abutment SUPPOITEA CROWN .......c.viviriiiiiiieiiie ettt 0.00
(Any recementation within six months after placement of the appliance is considered to be included in
the initial placement. Benefits may be paid for one recementation after six months)

D6093 Recement implant/abutment supported fixed partial denture ..o veriie e 0.00
(Any recementation within six months after placement of the appliance is considered to be included in
the initial placement. Benefits may be paid for one recementation after six months)

D6094 CDT coding places procedure D6094 immediately following DBO0B4 ...........cccccveveviiiiesesieceecee e 0.00
D6190 CDT coding places procedure D6190 immediately before DB010 .........ccceccvveeiererine e 0.00
D6194 CDT coding places procedure D6194 immediately following DB074 ..........c.coveveverinienieieeeeeeee e 0.00
D6199 Unspecified IMPIant PrOCEAUIE .........ooi it bbbttt e b e b e sbenbe b B/R*
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PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Fixed Partial Denture Pontics
D6205 Pontic - indirect resin Dased COMPOSITE ........coviiiiiiirise et se e e nresneenes 332.00
D6210 Pontic - cast high NODIE MELAD ..o e 370.00
D6211 Pontic - cast predominantly base MEtal...........cc.oi i s 332.00
D6212 PONLIC - CASE NODIE METAL ......eiiiiie e ettt et et e erenbe e 357.00
D6214 PONTIC = TIEANTUM L.ttt bbbttt bbbt b et be e b e et e et e eb et et e ebe st et e ebeneeneebeneas 370.00
D6240 Pontic - porcelain fused to high noble Metal............coco i 369.00
D6241 Pontic - porcelain fused to predominantly base mMetal...........ccooiiiriiiiiinii 346.00
D6242 Pontic - porcelain fused to NOBIE MELAL...........ccoii i e e 353.00
Fixed Partial Denture Retainers—Inlays/Onlays
D6545 Retainer - cast metal for resin bonded fiXxed ProSthesis. ..o 155.00
D6600 Inlay - porcelain/ceramic, two surfaces (an alternate benefit of D6602 will be given)...........ccccceeeveininennn, 260.00
D6601 Inlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6603 will be given).................. 302.00
D6602 Inlay - cast high noble metal, tWO SUITACES ..o 260.00
D6603 Inlay - cast high noble metal, three 0r MOre SUMaCES.........coiiiiiiiee e 302.00
D6604 Inlay - cast predominately base metal, tWO SUITACES .........ccoceiieiiiicic e sne s 260.00
D6605 Inlay - cast predominately base metal, three or MOre SUMACES.........cccvivviirciercre e 302.00
D6606 Inlay - cast NOble Metal, WO SUMTACES ......c.eiiiiiie ettt e sre e eneas 260.00
D6607 Inlay - cast noble metal, three 0r MOre SUMTACES .........cc.oiiiiii e 302.00
D6608 Onlay - porcelain/ceramic, two surfaces (an alternate benefit of D6610 will be given) ........c.ccccceveieiinneen, 361.00
D6609 Onlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6611 will be given)................. 388.00
D6610 Onlay - cast high noble metal, tWO SUITACES...........ccuiiiiiiiic s 361.00
D6611 Onlay - cast high noble metal, three or MOre SUMACES ........ccoiiriii i 388.00
D6612 Onlay - cast predominately base metal, tWo SUITACES..........ccvciviiiieiiie e e 361.00
D6613 Onlay - cast predominately base metal, three or more SUrfaces ..........covvveiericreie s 388.00
D6614 Onlay - cast noble Metal, WO SUMACES.......cviieiie e sre e 361.00
D6615 Onlay - porcelain/ceramic, three Or MOre SUMTACES.........oiiiiiiiiie e e 388.00
D6624 g P Y ] U110 OSSO 302.00
D6634 (@ a1 F YA 1 g 10 ST 388.00
Fixed Partial Denture Retainers—Crowns
D6710 Crown - INdirect resin Based COMPOSITE ..........ciiiiiiieieeie ettt reere e e et e eesaesbesreereens B/R*
D6750 Crown - porcelain fused to high NObIE MELal ..........cccoviveiec s 383.00
D6751 Crown - porcelain fused to predominantly base Metal............cccocoviiiiiiiiiii e 341.00
D6752 Crown - porcelain fused to NODIE MELAl ...........co i s 357.00
D6780 Crown - 3/4 cast high NOBIE MELAl .........ccociieeie e e et ns 395.00
D6781 Crown - 3/4 cast predominantly base MEtal ............ccooviieieiiieieri e e 372.00
D6782 Crown - 3/4 €ast NODIE MELAL.........ooiiiieecee e ettt sbe st e e e e steseesneenes 386.00
D6783 Crown - 3/4 cast porcelain/ceramic (an alternate benefit of D6780 will be given).........cc.ccoovieiiiiiicinne. 405.00
D6790 Crown - full cast high NOBIE MELAl ..o et ns 372.00
D6791 Crown - full cast predominantly base Metal............cccoviiveiiiinieiine e e 330.00
D6792 Crown - fUll Cast NODIE MELAL ..........coiiiiieieiee et s b et e e seesteseesreenes 349.00
D6794 CrOWN = TIEANTUIM L.ttt bbbt e e b e b bt eb e e b e e h e e e e b ek sb e b e s b e ebe e b e e neeneeseenbesbesbeans 378.00
Other Fixed Partial Denture Services
D6930 Recement fiXxed Partial QENTUIE..........cviiiii ettt b e et sb e e ebe e 39.00
D6970 Post and core in addition to fixed partial denture retainer, indirectly fabricated ............cccccooeiiiiininnne. 124.00
D6972 Prefabricated post and core in addition to fixed partial denture retainer...........cccocevevieviececie e 98.00
D6973 Core buildup for retainer, iINCIUAING @NY PINS ....cveiiiiiieieeee e sresreere e 96.00
D6980 Fixed partial dentUIE FEPAIT .......c..iiiuiiitiieeieitee et bbbttt bbbt bbbt e b b B/R*
Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)
D7140 Extraction, erupted tooth or exposed root (elevation &/or forceps removal)........c.cccocevevivviviieeieercne e 62.00
Surgical Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)
D7210 Surgical removal of eruUPted tO0Th ..........cci i e e e 118.00
D7220 Removal of impacted tO0th - SOt tISSUE ......eveiieiice et enes 155.00
D7230 Removal of impacted tooth - partially DONY ... 205.00
D7240 Removal of impacted tooth - completely DONY .........ooiiiiii e 242.00
D7250 Surgical removal of residual tooth roots (CUttiNg ProCeAUIE).........cccviviieeieiece e 118.00
Other Surgical Procedures
D7280 Surgical access of an UNErupted tOOTh ..o e 155.00
D7283 Placement of device to facilitate eruption of impacted t00th ..........cccccveiiiiii i B/R*
D7285 Biopsy of oral tissue - hard (DONE, tEEN) .......cveiiii i 158.00
D7286 BiOpSY OF Oral TISSUE = SOTL......c.eiiiieiiciete ettt a s 118.00
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D7290 Surgical repoSItioNINgG OF tEELN ......cviicec e e neens B/R*

PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Alveoloplasty — Surgical Preparation of Ridge
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant................ 121.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant................... 73.00
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant (usually in
Preparation fOr PrOStNESIS). ... ..o it e sb e et b et eb e et e ebe e b b 167.00
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant........... 101.00
Vestibuloplasty
D7340 Vestibuloplasty - ridge extension - (secondary epithelialization) ............cccoeveienieii i 161.00
D7350 Vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachments, revision
of soft tissue attachments and management of hypertrophied and hyper plastic tiSSu€) ........cc.cceeveveiernnnne 326.00
Surgical Excision of Soft Tissue Lesions
D7410 Excision of benign 18SI0N 10 1.25 CIM .....oviuiiiiiiic bbb B/R*
D7411 Excision of benign lesion diameter greater than 1.25 CM ..o B/R*
D7412 Excision of benign 1€Sion COMPICAE. .........c.coveiiiiiieie e b e b sresre e eneas B/R*
D7413 Excision of malignant 1€SioN, UP 10 1.25 CM ..ouviriiieciceee sttt nnesnenreeneas B/R*
D7414 Excision of malignant lesion greater than 1.25 ... B/R*
D7415 Excision of malignant 1eSion, COMPICAIEM. ...........cuiiiiiiiii e B/R*
Surgical Excision of Intra-Osseous Lesions
D7440 Excision of malignant tumor - lesion diameter up t0 1.25 CIM .......ooeiiiiiiniiee e B/R*
D7441 Excision of malignant tumor - lesion diameter greater than 1.25 CM.........ccoiiiiiniiiieie e B/R*
D7450 Removal of benign odontogenic cyst/tumor - lesion diameter up t0 1.25 CM.....cccecvveeiieieccie e B/R*
D7451 Removal of benign odontogenic cyst/tumor - lesion diameter greater than 1.25 CM.......cccocvvevevevevnnnnnenns B/R*
D7460 Removal of benign nonodontogenic cyst/tumor - lesion diameter up t0 1.25 CM.....cooveviencinencenecenee B/R*
D7461 Removal of benign nonodontogenic cyst/tumor - lesion diameter greater than 1.25 CM........cccccooviviiiennenns B/R*
D7465 Destruction of lesion(s) by physical or chemical Methods...........cccccciiiiiiiiiiiiiicc e B/R*
Excision of Bone Tissue
D7471 Removal of lateral exostosis (maxilla or MandibIe)...........c.oiiiiiiii e 524.00
D7472 Removal Of tOruS PAlANTINUS..........ccciiiiiiieicie et e et e b e st e tesaeere e b e tesresresaeeneas 524.00
D7473 Removal of torus MandibUIATTS ..........ooiiiii et 524.00
Surgical Incision
D7510 Incision and drainage of abscess - iNtraoral SOft tISSUE .........cccviiiiiiiciicicrce e e B/R*
D7520 Incision and drainage of abscess - eXtraoral SOft tISSUE.........cccviiveriieieiec e B/R*
D7530 Removal of foreign body from mucosa, skin or subcutaneous alveolar tiSSUE ...........ccocvvevivrivnieninieicie e, B/R*
D7540 Removal of reaction-producing foreign bodies, musculoskeletal SyStem ...........cccoovriiiiiiiiii i, B/R*
D7550 Partial ostectomy/sequestrectomy for removal of non-vital BONe ..., B/R*
D7560 Maxillary sinusotomy for removal of tooth fragment or foreign body .........ccccccoveviviieiicceice e, B/R*
Treatment of Fractures-Simple
D7610 Maxilla - open reduction (teeth immobilized, if PreSENt) ..o B/R*
D7620 Maxilla - closed reduction (teeth immobilized, if PreSENt) .......ccoviiviiiiieicier e B/R*
D7630 Mandible - open reduction (teeth immobilized, if PreSent) ... B/R*
D7640 Mandible - closed reduction (teeth immobilized, if PreSent).........cccoo i B/R*
D7650 Malar and/or zygomatic arch - 0pen redUCTION ........ccciiiiiiii et sre e e eneas B/R*
D7660 Malar and/or zygomatic arch - closed redUCLION. ........c.coviiiiiiiiiie e e eneas B/R*
D7670 Alveolus - closed reduction, may include stabilization of teeth ... B/R*
D7680 Facial bones - complicated reduction with fixation and multiple surgical approaches............ccocceoeveieienenne. B/R*

Repair of Traumatic Wounds
D7910 Suture - up to 5¢cm (when performed in conjunction with extractions, this service is considered to be included

AS PArt OF tE EXIFACTION) .. .eiiitiiiii ettt h e e b e bbb e bt e b e e e e b e sbesb et e bt eneenes B/R*
Complicated Suturing (Reconstruction requiring delicate handling of tissues and wide undermining for meticulous closure)
D7911 Complicated SULUE = UP 105 CIM ...iiuiiiiceieee bbbttt b et b e B/R*
D7912 Complicated SUtUre - greater than 5 CIM........coiiiiiii e bbb sa et sbe s B/R*
Other Repair Procedures
D7960 Frenulectomy (frenectomy or frenotomy) - separate ProCEAUIE..........civeverererereseseseeeesee e seesre e e sreseenens B/R*
D7970 Excision of hyperplastiC tiSSUE - PEI rCh.........ciiiiiiiiiece b B/R*
D7971 EXCiSion OF PEriCOrONal GINQIVA .....co.eiiiiiiiiiite ettt b et be et et e st e b e b e sbesbesbesbeaneas B/R*
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PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Orthodontics

(Delta Dental’s allowances for all orthodontic procedures include all appliances, adjustments, insertion, removal and post
treatment stabilization (retention). Delta Dental will make an allowance for the cost of a standard orthodontic treatment when
specialized orthodontic appliances or procedures are chosen for aesthetic considerations)

Delta Dental Limited Orthodontic Treatment

D8010 Limited orthodontic treatment of the primary dentition ... 0.00

D8020 Limited orthodontic treatment of the transitional dentitioN..............oooiiiiiiiiiine e 0.00

D8030 Limited orthodontic treatment of the adolescent dentition............ccocvviiiiiiiiine s 0.00

D8040 Limited orthodontic treatment of the adult dentitioN.............ccoeiiiiiii s 0.00
Interceptive Orthodontic Treatment

D8050 Interceptive orthodontic treatment of the primary dentition .............cccvvieiiiiicicic i 0.00

D8060 Interceptive orthodontic treatment of the transitional dentition ............ccocvvviieiicre s 0.00
Comprehensive Orthodontic Treatment

D8070 Comprehensive orthodontic treatment of the transitional dentition .............ccoeveiiiiii s 0.00

D8080 Comprehensive orthodontic treatment of the adolescent dentition ...........cccoveveiiini v 0.00

D8090 Comprehensive orthodontic treatment of the adult dentition ...........c..coooiiieiene e 0.00
Minor Treatment to Control Harmful Habits

D8210 Removable applianCe theraPY ......ccvcie it b et aeere e e e e na e renrenne s 0.00

(This procedure is an orthodontic service only, and is not equivalent to a night guard, occlusal
orthotic device, bite guard or occlusal splint which are provided for non-orthodontic purposes)

D8220 FiXed apPlianCe tNEIAPY .....oiviiviiiiicie ettt e et et e e st e st e s beebeebeese e s b e seesbesbesbeeteeneesbesrenrenreareas 0.00
Other Orthodontic Services
D8660 Pre-0rthOdONTIC trEAIMIENT VISIT.......cueiie ittt e s e st e e e st e e e s s bt e e s s bt e e s sbbaesssbbeeessabbasssbbaaessrbanens 0.00

(Equivalent to procedure D0150)

D8670 Periodic orthodontic treatment visit (as part 0f CONLrACL) .......c.covveiiiiiiiiie e 0.00
(Delta Dental considers periodic treatment visits to be part of, and included in the contracted fees for,
limited, interceptive and comprehensive orthodontic treatment)

D8680 Orthodontic retention (removal of appliances, construction and placement of retainer[s]) ........ccccoeevvvrivrvennnne. 0.00
D8690 Orthodontic treatment (alternative billing to @ CONtract fE) ........covvviiviiiiiiie e 0.00
D8693 Rebonding or recementing; and/or repair, as required, of fixed retainers..........cccvevririinnenenesees 0.00
D8999 Unspecified orthodontic PrOCEAUIE ..........oiiiii ettt st bbb sbesbeeneas B/R*

Adjunctive General Services

D9110 Palliative (emergency) treatment of dental pain - MiNOr ProCeAUIES .........cccuieiieie e 50.00
Anesthesia

D9220 Deep sedation/general anesthesia - first 30 MINULES...........ccooiiiiiiiieie e 143.00

D9221 Deep sedation/general anesthesia - each additional 15 MINUEES...........cccooiiiiiiiiiiiiiie e 31.00

D9241 Intravenous conscious sedation/analgesia - first 30 MINULES.........ccccceiiiiiie i e 157.00

D9242 Intravenous conscious sedation/analgesia - each additional 15 MINULES..........cceveieverie v s 29.00

Professional Consultation (Delta Dental considers this procedure to be for a consultation by a specialist whose opinion or
advice has been requested regarding a specific problem when routine diagnostic procedures have been performed by a
general dentist and the treatment is not provided by the specialist).

D9310 Consultation - diagnostic service provided by Provider or physician other than requesting Provider
(0T o] 012 [ = PSSR 54.00

Miscellaneous Services
D9930 Treatment of complications (post-surgical) - unusual CIFCUMSTANCES .......cc.oovereieriiiieiieee e B/R*

*By Report — Delta Dental will determine the maximum allowance based on a narrative report submitted by the Provider.

NOTE: The procedures described and allowances indicated on this table are subject to the terms of the Contract and
Delta Dental processing policies and may be limited or excluded.
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Note: The above codes and nomenclature are copyright of the American Dental Association. Notes in italic type have been
added by Delta Dental for clarification of its processing policies with respect to these procedures and are not part of the ADA’s
nomenclature.
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[Group Name] Dental Plan Evidence of Coverage

INTRODUCTION

We are pleased to welcome you to the group dental plan for [group name]. Your plan is underwritten by
Dentegra Insurance Company and administered by Delta Dental Insurance Company (collectively referred to as
“Delta Dental”).Our goal is to provide you with the highest quality dental care and to help you maintain good
dental health. We encourage you not to wait until you have a problem to see the Provider, but to see him/her on
a regular basis.

Using This Evidence of Coverage

This Evidence of Coverage booklet discloses the terms and conditions of your coverage and is designed to help
you make the most of your dental plan. It will help you understand how the plan works and how to obtain dental
care. Please read this booklet completely and carefully. Keep in mind that “you” and “your” mean the individuals
who are covered. "We,” “us” and “our” always refer to Delta Dental. In addition, please read the Definitions
section, which will explain any words that have special or technical meanings under the Contract.

The benefit explanations contained in this booklet are subject to all provisions of the Contract on file with your
employer, trust fund, or other entity (“Contractholder”) and do not modify the terms and conditions of the
Contract in any way, nor shall you accrue any rights because of any statement in or omission from this booklet.

Notice: This booklet is a summary of your group dental program and its accuracy should be verified before
receiving treatment. This information is not a guarantee of covered benefits, services or payments.

Contact Us

For more information please visit our web site at www.deltadentalins.com or call our Customer Service Center.
A Customer Service Representative can answer questions you may have about obtaining dental care, help you
locate a Delta Dental Provider, explain benefits, check the status of a claim, and assist you in filing a claim.

You can access our automated information line at 800-521-2651 during regular business hours to obtain
information about Enrollee eligibility and benefits, group benefits, or claim status, or to speak to a Customer
Service Representative for assistance. If you prefer to write us with your question(s), please mail your inquiry to
the following address:

Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023-1809

(o=

Anthony S. Barth, Vice Chairman
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[Group Name] Dental Plan Evidence of Coverage

GROUP HIGHLIGHTS

Plan:

[You have a Calendar Year plan and deductibles and maximums will be based upon a Calendar Year, which is
January 1st through December 31st.] [You have a Contract Year plan and deductibles and maximums will be
based upon a Contract Year, which is the [12] months starting on the Effective Date and each subsequent 12
month period thereafter.]

[Benefits:
Contract Benefit Level
In-Network Out-of-Network
PPO Premier Non-Delta Dental

Diagnostic and Preventive Benefits: % % %
Basic Benefits: % % %
Major Benefits: % % %
Orthodontic Benefits: % % %
Temporomandibular Joint Dysfunction (TMJ) Benefits: % % %
Implant Benefits: % % %
Dental Accident Benefits: % % %

Percentages are based on the Maximum Contract Allowance.]

[Benefits:

We will pay the Maximum Contract Allowance up to the amounts shown on the Table of Allowances, which is
attached at the end of this Evidence of Coverage, for Diagnostic & Preventive, Basic, Major, Implant and Dental
Accident Benefits. However, Delta Dental will pay a percentage of the Maximum Contract Allowance for the
following services:

Contract Benefit Level

In-Network Out-of-Network
PPO Premier Non-Delta Dental
Orthodontic Benefits: % % %
Temporomandibular Joint Dysfunction (TMJ) Benefits: % % %

Percentages are based on the Maximum Contract Allowance.]
[Late Entrants:

Benefits for Late Entrants are limited until they have been enrolled in the Contract for [12] consecutive months.
Please see the Late Entrants paragraph in the Eligibility and Enroliment section for more information.

Contract Benefit Level

In-Network Out-of-Network
PPO Premier Non-Delta Dental

Diagnostic and Preventive Benefits: % % %
Basic Benefits: % % %
Major Benefits: % % %
Orthodontic Benefits: % % %
Temporomandibular Joint Dysfunction (TMJ) Benefits: % % %
Implant Benefits: % % %
Dental Accident Benefits: % % %
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[Group Name] Dental Plan Evidence of Coverage

Percentages are based on the Maximum Contract Allowance.]
[Waiting Periods:

= [Basic, Major, TMJ, Implant and Dental Accident Benefits are limited to Enrollees who have been enrolled in
the Contract for 12 consecutive months. [The waiting period for a Dependent Enrollee is determined by the
Primary Enrollee’s length of coverage.] [Waiting periods are calculated for each Primary Enrollee and/or
Dependent Enrollee from the effective date reported by the Contractholder for said Primary Enrollee and/or
Dependent Enrollee.]]

= [Orthodontic Benefits are limited to [dependent children of Primary Enrollees] [Primary Enrollees and their
Dependents] who have been enrolled in the Contract for 12 consecutive months. [The waiting period for a
Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] [Waiting periods are
calculated for each Primary Enrollee and/or Dependent Enrollee from the effective date reported by the
Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

Deductible:

= [ For each Enrollee per [Contract/Calendar] Year is $XX.]
= [For all family members per [Contract/Calendar] Year is $XXX.]
= [The lifetime Deductible for each Enrollee is $XXX.]

= [Orthodontic Benefits are subject to a separate Deductible of $XXX [per Enrollee/per dependent child
enrollee] per [Calendar/Contract Year/lifetime.]

= [TMJ Benefits are subject to a separate Deductible of $XXX [per Enrollee/per dependent child enrollee] per
[Calendar/Contract Year/lifetime.]

= |mplant Benefits are subject to a separate Deductible of $ per Enrollee per [Calendar/Contract Year/lifetime.
[The Deductible does not apply to Diagnostic and Preventive Benefits or [Orthodontic/TMJ Benefits].]

[Any Deductible amount you satisfied during the last three (3) months of the year will be applied toward the
Deductible for the following year.]

[Takeover Credit: Any Deductible you satisfied under the Contractholder’s prior plan from January 1st to the
Effective Date will be credited toward the Deductible under the Contract.]

[Takeover Credit: [ Any Deductible you satisfied for [Orthodontic/TMJ] Benefits under the Contractholder’s prior
plan from January 1st to the Effective Date will be credited toward the Deductible under the Contract.] [Any
lifetime Deductible you satisfied for [Orthodontic/TMJ] Benefits under the Contractholder’s prior plan will be
credited toward the lifetime Deductible under the Contract.]]

Maximum:

= [The maximum payable each [Contract/Calendar] Year for Benefits is $XXX per Enrollee/Family.]

= [The maximum [lifetime/Calendar Year/Contract Year] amount per [dependent child] Enrollee for Orthodontic
Benefits is $XXX.]

= [A separate maximum amount payable [Contract/Calendar] Year for TMJ Benefits is $XX per Enrollee.]

= [The lifetime maximum amount per Enrollee for Implant Benefits is $XXX.]

= [The maximum payable each [Contract/Calendar] Year for Dental Accident Benefits is $ XXX per Enrollee.]
= [The Maximum Amount does not apply to Diagnostic and Preventive Benefits.]

[Maximum Takeover Credit:

We will receive credit for any amounts paid under the Contractholder’s previous dental care plan from January
1st to the Effective Date. These amounts will be credited toward the Calendar Year Maximum.]
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[Lifetime Orthodontic/TMJ Takeover Credit:

We will receive credit for any amounts paid under the Contractholder’s previous dental care contract, if
applicable, for [Orthodontic/TMJ Benefits]. These amounts will be credited toward the maximum amounts
payable for [Orthodontic/TMJ Benefits.]

[The Maximum Amount does not apply to Diagnostic and Preventive Services.]
Premiums:

You are [not] required to contribute towards the cost of your coverage.

You are [not] required to contribute towards the cost of your Dependent’s coverage.

We may cancel the Contract [31] days after written notice to the Contractholder if monthly premiums are not
paid when due.

DEFINITIONS

Terms when capitalized in your Evidence of Coverage booklet have defined meanings, given in the section
below or throughout the booklet sections.

Accepted Fee: the amount the attending Provider agrees to accept as payment if full for services rendered.

Benefits (In-Network or Out-of-Network): the amounts that Delta Dental will pay for dental services under the
Contract. In-Network Benefits are those covered by the Contract and performed by a PPO Provider. Out-of-
Network Benefits are those covered by the Contract but performed by a Premier Provider or a Non-Delta Dental
Provider..

Claim Form: the standard form used to file a claim or request Pre-Treatment Estimate for treatment.

Contract: the written agreement between Delta Dental and the Contractholder under which Benefits are
provided.

Contract Benefit Level: percentage of Maximum Contract Allowance that Delta Dental will pay after the
Deductible has been satisfied.

Contractholder: the employer, union or other organization or group contracting to obtain Benefits.

Deductible: a dollar amount that an Enrollee and/or the Enrollee’s family (for family coverage) must pay for
certain covered services before Delta Dental begins paying Benefits.

Delta Dental — means collectively, Dentegra Insurance Company and Delta Dental Insurance Company
providing and/or administering dental benefit programs. For the purposes of this Contract, Dentegra Insurance
Company is the underwriter and Delta Dental Insurance Company is the administrator.

Delta Dental Premier® Provider (Premier Provider) — a Provider who contracts with Delta Dental Insurance
Company or any other member company of the Delta Dental Plans Association and agrees to accept the
contracted fees as payment in full for services provided under a plan and complies with Delta Dental’s
administrative guidelines.

Delta Dental Premier Provider’'s Contracted Fee (Premier Provider’s Contracted Fee) — the fee for each
Single Procedure that a Premier Provider has contractually agreed to accept as payment in full for treating
Enrollees.

Delta Dental PPO®™ Provider (PPO Provider) -- a Provider who contracts with Delta Dental Insurance
Company or any other member company of the Delta Dental Plans Association and agrees to accept the
contracted fees as payment in full for services provided under this PPO dental plan and complies with Delta
Dental’'s administrative guidelines.
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Delta Dental PPO Provider’'s Contracted Fee (PPO Provider’'s Contracted Fee) -- the fee for each Single
Procedure that a PPO Provider has contractually agreed to accept as payment in full for treating Enrollees.

Dependent Enrollee: an Eligible Dependent enrolled to receive Benefits.

Effective Date: the date the program starts. This date is given on this booklet cover.

Eligible Dependent: a dependent of an Eligible Employee [or domestic partner ] eligible for Benefits.
Eligible [Employee/Member ]: any [employee/member/or retiree ] as eligible for Benefits.

Enrollee: an Eligible Employee (“Primary Enrollee”) or an Eligible Dependent (“Dependent Enrollee”) enrolled to
receive Benefits; may also be referred to as “Patient”.

Enrollee’s Effective Date of Coverage: the date the Contractholder reports coverage will begin for each
Primary Enrollee and each Dependent Enrollee.

[Late Entrant: an Eligible [Employee/Member] or and/or Eligible Dependent who does not enroll for coverage
under the Contract within [31] days of the date first eligible, but later becomes covered; or who requests
coverage after previously terminating coverage while still eligible for coverage under the Contract.]

Maximum Contract Allowance: the reimbursement under the Enrollee’s benefit plan against which Delta
Dental calculates its payment and the Enrollee’s financial obligation. Subject to adjustment for extreme difficulty
or unusual circumstances, the Maximum Contract Allowance for services provided:

= [by PPO Providers is the lesser of the Submitted Fee on the claim or the PPO Provider's Contracted Fee; or

= by Premier Providers is the lesser of the Submitted Fee on the claim or the PPO Provider's Contracted Fee
for a PPO Provider in the same geographic area; or

= by Non-Delta Dental Providers is the lesser of the Submitted Fee on the claim or the PPO Provider's
Contracted Fee for a PPO Provider’s in the same geographic area.]

= [by PPO Providers is the lesser of the Submitted Fee on the claim or the PPO Provider's Contracted Fee; or

= by Premier Providers is the lesser of the Submitted Fee on the claim or the Premier Provider's Contracted
Fee; or

= by Non-Delta Dental Providers is the lesser of the Submitted Fee on the claim or the Program Allowance.]

= [by PPO Providers is the lesser of the Submitted Fee on the claim, the amount shown on the Table of
Allowances, or the PPO Provider’s Contracted Fee; or

= by Premier Providers is the lesser of the Submitted Fee on the claim, the amount shown on the Table of
Allowances, or the Premier Provider's Contracted Fee; or

= by Non-Delta Dental Providers is the lesser of the Submitted Fee on the claim or the amount shown on the
Table of Allowances.]

Non-Delta Dental Provider: a Provider who is not a PPO Provider or a Premier Provider and is not
contractually bound to abide by Delta Dental’'s administrative guidelines and has not agreed to accept the
contracted fees.

Open Enrollment Period: the month of the year during which employees may change coverage for the next
Contract Year.

Patient Pays: Enrollee’s financial obligation for services calculated as the difference between the amount
shown as the Accepted Fee and the portion shown as “Delta Dental Pays” on the claims statement when a
claim is processed.

Pre-Treatment Estimate: an estimation of the allowable Benefits under the Contract for the services proposed,
assuming the person is an eligible Enrollee.

Primary Enrollee: an Eligible Employee enrolled in the plan to receive Benefits.
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Procedure Code: the Current Dental Terminology® (CDT) number assigned to a Single Procedure by the
American Dental Association.

Program Allowance: the amount determined by us for a set percentile level of all charges for such services by
Providers with similar professional standing in the same geographical area.

Provider: a person licensed to practice dentistry when and where services are performed. A Provider shall also
include a dental partnership, dental professional corporation or dental clinic.

Qualifying Status Change: a change in:

= |egal marital status (marriage, divorce, legal separation, annulment or death);

= number of dependents (a child’s birth, adoption of a child, placement of child for adoption, addition of a step
or foster child or death of a child);

= employment status (change in employment status of Enrollee, spouse or dependent child);

= dependent child ceases to satisfy eligibility requirements (limiting age, student status or marital status);
= residence (Enrollee, dependent spouse or child moves);

= acourt order requiring dependent coverage; or

= any other current or future election changes permitted by IRC Section 125.

Single Procedure: a dental procedure that is assigned a separate CDT® number.
Submitted Fee: the amount that the Provider bills and enters on a claim for a specific procedure.

[Table of Allowances: the list of covered dental services showing the Procedure Code and the maximum
amount paid by Delta Dental for each covered Single Procedure. The Table of Allowances is attached at the end
of this Evidence of Coverage.]

ELIGIBILITY AND ENROLLMENT

Eligibility Requirements

You will become eligible to receive benefits on the date stated in the Contract after completing any eligibility
periods required by the Contractholder as stated in the Contract.

If your dependents are covered, they will be eligible when you are or as soon as they become dependents.
Dependents are your:

= Lawful spouse [or domestic partner named in the Contractholder’s Affidavit of Domestic Partnership];

= Unmarried dependent children from birth to [the end of the month of] their 19th birthday or 25th birthday, if a
full-time student in an accredited school. Proof of full-time student status must be given to Delta Dental
within 60 days when requested. “Children” includes natural children, step-children, adopted children,
[children of your domestic partner,] foster children and children for which the employee has been appointed
legal guardian. The child must be dependent on you for support. Newborn infants are eligible from the
moment of birth. Adopted children are eligible from the date of placement for adoption or final decree of
adoption, whichever occurs first. [However, the Primary Enrollee may delay coverage for young children,
under the age of four (4), until the beginning of any [Contract/Calendar] Year immediately following said
child’s fourth birthday. For coverage to begin on such young children, the eligibility notice and additional
Premium payment must be received within 31 days of the beginning of the [Contract/Calendar] Year
immediately following said child’s fourth birthday.]

=  An unmarried child 19 years or older may continue to be eligible as a dependent if the child is not self-
supporting because of mental incapacity or physical handicap that began before age 19 and the child is
mostly dependent on the Primary Enrollee for support and maintenance. Proof will not be required more
than once a year after the child is 21.

G-SLE-E-AR-09 6 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

Dependents serving active military duty are not eligible, as they are typically covered under health and dental
insurance provided by the military while they are on active duty.

Enrollment Requirements

[If the Contractholder is paying all premiums for you [and your dependents, everyone is] [, you are] automatically
enrolled.]

[If you are paying all or a portion of premiums for yourself or your dependents then:]

=  You must enroll within 31 days after the date you become eligible or during an Open Enroliment Period.

= All dependents must be enrolled within 31 days after they become eligible or during an Open Enrollment
Period.

= |f you elect dependent coverage, you must enroll all of your Dependent Enrollees [who are not covered
under another group dental plan] for coverage.

= [You must pay Premiums in the manner elected by the Contractholder and approved by us. If coverage is
dropped other than during an Open Enroliment Period or because of a Qualifying Status Change, you may
not re-enroll except during an Open Enroliment Period.]
[You must pay Premiums in the manner elected by the Contractholder and approved by us. Coverage
cannot be dropped or changed other than during an Open Enroliment Period or because of a Qualifying
Status Change.]

= [If you pay Premiums for your Dependent Enrollees, you must pay the Premiums in the manner elected by
the Contractholder and approved by us until your dependents are no longer eligible or until you choose to
drop dependent coverage. If coverage is dropped other than during an Open Enrollment Period, your
dependents may not be re-enrolled at any time, unless there is a court order requiring dependent coverage.]
[If you pay Premiums for your Dependent Enrollees, you must pay the Premiums in the manner elected by
the Contractholder and approved by us until your dependents are no longer eligible or until you choose to
drop dependent coverage. Coverage may not be changed at any time other than during an Open Enrollment
Period or if there is a Qualifying Status Change.]
[If you pay Premiums for your Dependent Enrollees, you must pay the Premiums in the manner elected by
the Contractholder and approved by us. Dependent Enrollees must be enrolled within 31 days after the date
becoming eligible or during the Open Enroliment Period. However, the eligibility date for young children,
under the age of four (4), may be delayed until the beginning of any [[Contract/Calendar] Year including the
[Contract/Calendar] Year immediately following the child’s fourth birthday. Coverage may not be changed at
any time other than during an Open Enrollment Period or if there is a Qualifying Status Change.]

= []if both you and your spouse are eligible persons, one of you may enroll as a Dependent Enrollee of the
other. Dependent children may enroll as Dependent Enrollees of only one Primary Enrollee.]
[JIf both you and your spouse are eligible persons, one of you may enroll as a Dependent Enrollee of the
other. Dependent children may enroll as Dependent Enrollees of one or both Primary Enrollees.]
[If both you and your spouse are eligible persons, one of you may not enroll as a Dependent Enrollee of the
other. Dependent children may enroll as Dependent Enrollees of only one Primary Enrollee.]
[If both you and your spouse are eligible persons, one of you may not enroll as a Dependent Enrollee of the
other. Dependent children may enroll as Dependent Enrollees of one or both Primary Enrollees.]

= A child who is eligible as a Primary Enrollee and a dependent can be insured under the Contract as a
Primary Enrollee or as a Dependent Enrollee but not both at the same time.

[Late Entrant]

[You and/or your dependents will be considered a Late Entrant if:
= You and/or your Eligible Dependents do not enroll for coverage under the Contract within [31] days of the
date first eligible, but later become covered; or

®=  You request coverage for yourself and/or your Eligible Dependents after previously terminating coverage
while you remained eligible for coverage under the Contract.
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Benefits for Late Entrants are reduced as shown in the Group Highlights section at the beginning of this
booklet.]

[Flexible Dual Choice

The Flexible Dual Choice product consists of this Delta Dental PPO (PPO) fee-for-service plan and Delta
Dental’s prepaid dental plan (DeltaCare® USA). The Primary Enrollee and his/her covered dependents may
move from this PPO plan to the DeltaCare USA plan or from the DeltaCare USA plan to this PPO plan on a
monthly basis. The Primary Enrollee and his/her covered dependents will only be covered under one plan at a
time. To make this change, the Primary Enrollee must notify Flexible Dual Choice’s Customer Service
department at (866) 225-1112 by the 15" of the month. The dental plan change will be effective the first day of
the following month. The Benefits, Limitations and Exclusions listed in this booklet apply when the Enrollee is
covered under the PPO plan.]

Treatment in progress must be completed under the plan in which treatment is started. No plan changes may
be made while the Primary Enrollee and his/her covered dependents are undergoing dental treatment.

[Loss of Eligibility

Your coverage ends on the [last day of the month][day] you [stop working for the Contractholder /are no longer
an Eligible Member of the Contractholder, stop paying the required premiums for coverage] or immediately
when this program ends. Your dependents lose coverage when your coverage ends or on the date when
dependent status is lost.

Continuation of Benefits

We will not pay for any services/treatment received after your coverage ends. However, we will pay for covered
services incurred while you were eligible if the procedures were completed within [31] days of the date your
coverage ended.

A dental service is incurred:

= for an appliance (or change to an appliance), at the time the impression is made;

= for a crown, bridge or cast restoration, at the time the tooth or teeth are prepared;

= for root canal therapy, at the time the pulp chamber is opened; and

= for all other dental services, at the time the service is performed or the supply furnished.

[Strike, Lay-off and Leave of Absence]

You and your dependents will not be covered for any dental services received while you are on strike, lay-off,
leave of absence, other than [an approved leave of absence or] as required under the Family & Medical Leave
Act of 1993 or other applicable state or federal law*.

Benefits for you and your Dependent Enrollees will resume as follows:

= jf coverage is reactivated in the same [Contract/Calendar] Year, Deductibles and maximums will resume as
if you were never gone; or

= if coverage is reactivated in a different [Contract/Calendar] Year, new Deductibles and maximums will apply.

Coverage will resume [the first day of the month after] [the date] you return to work, provided you submit an
enrollment card requesting that coverage be reactivated.

*You and your dependents’ coverage is not affected if you take a leave of absence allowed under the Family &
Medical Leave Act of 1993 or other applicable state or federal law. If you are currently paying any part of your
premium, you may choose to continue coverage. If you do not continue coverage during the leave, you can
resume that coverage on your return to active work as if no interruption occurred.

Important: The Family & Medical Leave Act does not apply to all companies, only those that meet certain size
guidelines. See your Human Resources Department for complete information.
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If you are rehired within the same [Contract/Calendar] Year, Deductibles and maximums will resume as if you
were never gone.]

[Continued Coverage under USERRA]

As required under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA), if
you are covered by the Contract on the date your USERRA leave of absence begins, you may continue dental
coverage for yourself and any covered dependents. Continuation of coverage under USERRA may not extend
beyond the earlier of:

= 24 months, beginning on the date the leave of absence begins, or;
= the date you fail to return to work within the time required by USERRA.

For USERRA leave that extends beyond 31 days, the premium for continuation of coverage will be the same as
for COBRA coverage.]

[Continuation of Coverage Under COBRA]

COBRA (the Consolidated Omnibus Budget Reconciliation Act of 1985) provides a way for you and your
Dependent Enrollees who lose employer-sponsored group health plan coverage to continue coverage for a
period of time. COBRA does not apply to all companies, only those that meet certain size guidelines. See your
Human Resources Department for complete information.

We do not assume any of the obligations required by COBRA of the Contractholder or any employer (including
the obligation to notify potential beneficiaries of their rights or options under COBRA).]

BENEFITS, LIMITATIONS AND EXCLUSIONS

We will pay the Benefits for the types of dental services as described below. We will pay Benefits only for
covered services. The services provided through the Contract are described in the Group Highlights section at
the beginning of this booklet. The Contract covers several categories of benefits when a Provider provides the
services and when they are necessary and within the standards of generally accepted dental practice standards.
Claims shall be processed in accordance with our standard processing policies. The processing policies may be
revised from time to time; therefore, Delta Dental shall use the processing policies that are in effect at the time
the claim is processed. We may use dentists (dental consultants) to review treatment plans, diagnostic materials
and/or prescribed treatments to determine generally accepted dental practices. Limitations and Exclusions will
be applied for the period the person is an Enrollee under any Delta Dental program or prior dental care program
provided by the Contractholder subject to receipt of such information from the Contractholder or at the time a
claim is submitted. Additional eligibility periods, if any, for specific services are listed in the Group Highlights
section. If you receive dental services from a Provider outside the state of XXXXX, the Provider will be paid
according to Delta Dental’'s network payment provisions for said state according to the terms of the Contract.

If a primary dental procedure includes component procedures that are performed at the same time as the
primary procedure, the component procedures are considered to be part of the primary procedure for purposes
of determining the benefit payable under the Contract. Even if the Provider bills separately for the primary
procedure and each of its component parts, the total benefit payable for all related charges will be limited to the
maximum benefit payable for the primary procedure.

Enrollee Coinsurance

We will pay a percentage of the Maximum Contract Allowance for covered services, as shown [in the Group
Highlights section/below], subject to certain limitations, and you are responsible for paying the balance. What
you pay is called the enrollee coinsurance (“Enrollee Coinsurance”) and is part of your out-of-pocket cost. You
pay this even after a Deductible has been met.

The amount of your Enrollee Coinsurance will depend on the type of service and the Provider providing the
service (see section titled “Selecting Your Provider”). Providers are required to collect Enrollee Coinsurance for
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covered services. Your group has chosen to require Enrollee Coinsurances under this program as a method of
sharing the costs of providing dental Benefits between the Contractholder and Enrollees. If the Provider
discounts, waives or rebates any portion of the Enrollee Coinsurance to you, we will be obligated to provide as
Benefits only the applicable percentages of the Provider’s fees or allowances reduced by the amount of the fees
or allowances that is discounted, waived or rebated.

It is to your advantage to select PPO Providers because they have agreed to accept the Maximum Contract
Allowance as payment in full for covered services, which typically results in lower out-of-pocket costs for you.
Please refer to the sections titled “Selecting Your Provider” and “How Claims Are Paid” for more information.

Deductible

Your dental plan features a Deductible. This is an amount you must pay out-of-pocket before Benefits are paid.
The Deductible amounts are listed in the Group Highlights section. Deductibles apply to all benefits unless
otherwise noted. Only the Provider’s fees you pay for covered Benefits will count toward the Deductible.

Maximum Amount

Most dental programs have a Maximum Amount. This is the maximum dollar amount we will pay toward the cost
of dental care. You are responsible for paying costs above this amount. The Maximum Amount payable is
shown in the Group Highlights section. Maximums may apply on a yearly basis, a per services basis, or a
lifetime basis.

Benefits

To help you understand the types of procedures that are included in each category, the following is a description
of each of the categories of services that are covered under the Contract.

[We will pay the Contract Benefit Level of Maximum Contract Allowance shown [in the Group Highlights
section/below] for the following services:]

Diagnostic and Preventive Benefits:

= Diagnostic: procedures to assist the Provider in choosing required dental treatment.

=  Preventive: cleaning, topical application of fluoride solutions and space maintainers. Note that periodontal
cleaning in the presence of gingival inflammation is considered to be periodontal and is covered as a [Basic
Benefit.

= [Sealants: topically applied acrylic, plastic or composite material used to seal developmental grooves and
pits in permanent molars for the purpose of preventing decay.]

Basic Benefits:

= [Oral Surgery: extractions and other surgical procedures (including pre-and post-operative care).]

= General Anesthesia or IV Sedation: when administered by a Provider for covered oral surgery or selected
endodontic and periodontal surgical procedures.

= [Endodontics: treatment of diseases and injuries of the tooth pulp.]
= [Periodontics: treatment of gums and bones supporting teeth.]
= Palliative: emergency treatment to relieve pain.

= [Sealants: topically applied acrylic, plastic or composite materials used to seal developmental grooves and
pits in permanent molars for the purpose of preventing decay.]

= [Restorative: amalgam, synthetic porcelain, plastic restorations (fillings) and prefabricated stainless steel
restorations for treatment of carious lesions (visible destruction of hard tooth structure resulting from the
process of decay).]

= [Denture Repairs: repair to partial or complete dentures including rebase procedures and relining.]
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Major Benefits:

= [Oral Surgery: extractions and other surgical procedures (including pre-and post-operative care).]
= [Endodontics: treatment of diseases and injuries of the tooth pulp.]
= [Periodontics: treatment of gums and bones supporting teeth.]

= [Crowns and Inlays/Onlays: treatment of carious lesions (visible decay of the hard tooth structure) when
teeth cannot be restored with amalgam, synthetic porcelain or plastic restorations.]

= [Prosthodontics: procedures for construction of fixed bridges, partial or complete dentures and the repair of
fixed bridges; [implant surgical placement and removal; and for implant supported prosthetics, including
implant repair and recementation.]

[Orthodontic Benefits:]

Procedures performed by a Provider, involving the use of an active orthodontic appliance and post-treatment
retentive appliances for treatment of malalignment of teeth and/or jaws which significantly interferes with their
functions.]

[Temporomandibular Joint Dysfunction (TMJ) Benefits:

Intra-oral services provided by a licensed Provider, when necessary and customary according to the standards
of generally accepted dental practice, for treatment of acute dental symptoms associated with myofacial pain
dysfunction or malfunction of the temporomandibular (jaw) joint.]

[Implant Benefits:

Procedures performed by a Provider for: endodontic, endosseous, endosteal, eposteal and transosteal implants;
implant connecting bars and implant repairs. Implants are defined as prosthetic appliances placed into or on the
bone of the maxilla or mandible (upper or lower jaw) to retain or support dental prosthesis.]

[Dental Accident Benefits:

An injury to the mouth or structures within the oral cavity which is caused by an external traumatic force. It does
not include damage to the teeth which is the result of biting into food or other substances. Procedures shall
include but are not limited to reimplantation, splinting and stayplate.]

Note on additional benefits during pregnancy - When an Enrollee is pregnant, we will pay for additional
services to help improve the oral health of the Enrollee during the pregnancy. The additional services each [12
month period, Calendar Year, Contract Year] while the Enrollee is covered under the Contract include: one (1)
additional oral exam and either one (1) additional routine cleaning; one (1) additional periodontal scaling and
root planing per quadrant; or one (1) additional periodontal maintenance procedure. Written confirmation of the
pregnancy must be provided by the Enrollee or her Provider when the claim is submitted.

Limitations and Exclusions

Dental plans are designed to help with part of your dental expenses and may not always cover every dental
need. The typical program includes Limitations and Exclusions, meaning the program does not cover every
aspect of dental care. This can relate to the type of procedures or the number of visits. Please read the following
sections to help you understand the limitations and exclusions of this dental plan.

Limitations

Benefits to Enrollees are limited as follows:

Limitations on Diagnostic and Preventive Benefits:

= We will pay for routine oral examinations (including any office visits for observation and specialist
consultations, or combination thereof), cleanings (including periodontal cleanings in the presence of
inflamed gums or any combination thereof) and topical application of fluoride solutions no more than [twice
in any 12 month] period. [Note that periodontal cleanings are covered as a [Basic Benefit] and routine
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cleanings are covered as a Diagnostic and Preventive Benefit.] See note on additional benefits during
pregnancy.

= Specialist consultations are only a Benefit when an opinion or advice is requested by a general dentist and
the treatment is not performed by the specialist.
= X-ray limitations:

(1) We will limit the total reimbursable amount to the Provider's Accepted Fee for a complete intraoral
series when the fees for any combination of intraoral x-rays in a single treatment series meet or exceed
the Provider’'s Accepted Fee for a complete intraoral series.

(2) When a panoramic film is submitted with supplemental film(s), we will limit the total reimbursable
amount to the Provider’'s Accepted Fee for a complete intraoral series

(3) If a panoramic film is taken in conjunction with an intraoral complete series, we consider the
panoramic film to be included in the complete series.

(4) A complete intraoral series and panoramic film by the same Provider/Provider office are each limited to
once every [five (5)] years.

(5) Bitewing x-rays are limited to [two (2) times in any 12 month period] when provided to Enrollees under
age 18 and [one (1) time each 12 months] for Enrollees age 18 and over. Bitewings are not a Benefit
within six (6) months of an intraoral complete series unless warranted by special circumstances such as
active periodontal disease or rampant caries.

= [Topical application of fluoride solutions is limited to Enrollees to age 19].

= Space maintainers are limited to the initial appliance and are a benefit for an Enrollee under age [14]. For
Enrollees ages 14 and 15, an allowance for a space maintainer will be considered until a fixed bridge or
removable partial denture can be placed.

= Cephalometric x-rays, oral/facial photographic images (once per case) and diagnostic casts (once per case)
are benefits only in conjunction with orthodontic services and only when Orthodontic services are a covered
Benefit.

= [Sealants are limited as follows:

(1) to permanent first molars through age eight (8) and to permanent second molars through age 15 if they
are without cavities or restorations on the occlusal surface.

(2) Sealants do not include repair or replacement of a sealant on any tooth within two (2) years of its
application.]

Limitations on Basic Benefits:
= [Sealants are limited as follows:

(1) to permanent first molars through age eight (8) and to permanent second molars through age 15 if they
are without cavities or restorations on the occlusal surface.

(2) Sealants do not include repair or replacement of a sealant on any tooth within two (2) years of its
application.]

= We will not pay to replace an amalgam, synthetic porcelain or plastic restorations (fillings) or prefabricated
resin and stainless steel crowns within [24 months] of treatment if the service is provided by the same
Provider/Provider office.

= We limit payment for prefabricated resin and stainless steel crowns under this section to services on baby
(deciduous) teeth. However, after a consultant’s review, we may allow stainless steel crowns on permanent
teeth as a [Major Benefit.]

= [Retreatment of root canal therapy within 24 months of the initial procedure is not a Benefit when performed
by the same Provider/Provider office.]

= [Benefits for periodontal scaling and root planing in the same quadrant are limited to once in every 24-month
period. Periodontal surgery in the same quadrant is limited to once in every 36-month period and includes
any surgical re-entry or scaling and root planing. See note on additional benefits during pregnancy.]
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Limitations on Major Benefits:

Crowns and inlays/onlays are covered no more often than once in any [five (5) year period] except when we
determine the existing crown or inlay/onlay is not satisfactory and cannot be made satisfactory because the
tooth involved has experienced extensive loss or changes to tooth structure or supporting tissues.

Prosthodontic appliances [and/or implants] that were provided under any Delta Dental program will be
replaced only after [five (5) years] have passed, except when we determine that there is such extensive loss
of remaining teeth or change in supporting tissue that the existing fixed bridge or denture cannot be made
satisfactory. Replacement of a prosthodontic appliance and/or implant supported prosthesis not provided
under a Delta Dental program will be made if we determine it is unsatisfactory and cannot be made
satisfactory. [Diagnostic and treatment facilitating aids for implants are considered a part of, and included in,
the fees for the definitive treatment. We will not pay for bone grafts provided with implants on the same day
of service. Our payment for implant removal is limited to one (1) for each implant during your lifetime
whether provided under a Delta Dental program or any other dental care plan.]

When a posterior fixed bridge and a removable partial denture are placed in the same arch in the same
treatment episode, only the partial denture will be a Benefit.

Recementation of crowns, inlays/onlays or bridges is not a Benefit when performed by the same
Provider/Provider office within six (6) months of the initial placement. After six (6) months, payment will be
limited to one (1) recementation.

[The initial installation of a prosthodontic appliance [and/or implants] is not a Benefit unless the
prosthodontic appliance [and/or implant, bridge] or denture is made necessary by natural, permanent teeth
extraction occurring during a time you were eligible [under a Delta Dental program / or Contractholder’s prior
plan.]

We limit payment for dentures to a standard partial or denture (Enrollee Coinsurances apply). A standard
denture means a removable appliance to replace missing natural, permanent teeth that is made from
acceptable materials by conventional means and includes routine post delivery care and rebase (including
relining and any adjustments) for the first six (6) months after placement.

(1) Denture rebase is limited to one (1) per arch in a 24 month period.

(2) Denture relines and tissue conditioning are limited to two (2) per arch in a 12 month period. Tissue
conditioning provided on the same day a denture is delivered or a reline or rebase has been performed
is not a Benefit.

[We will not pay for implants (artificial teeth implanted into or on bone or gums), their removal or other
associated procedures, but Delta Dental will credit the cost of a crown or standard complete or partial
denture toward the cost of the implant associated appliance, i.e., the implant supported crown or denture.]

[Limitations on Orthodontic Benefits:]

The maximum amount payable for each Enrollee during the [Enrollee’s lifetime/Calendar Year/Contract
Year] is shown in the Group Highlights section.

[Orthodontic Benefits will be provided in two (2) payments after the person becomes covered (the initial
payment at the banding date and the second in 12 months); however, for treatment plans of less than $500
or when the treatment plan is 12 months of less, one (1) payment will be made.]

Benefits are not paid to repair or replace any orthodontic appliance received under this program.
Benefits are not provided for orthodontic retreatment procedures.

Non-orthodontic procedures performed for the purpose of orthodontic treatment are subject to the
Orthodontic Contract Benefit Level and maximum if covered as Benefits under our standard processing
policies..

[Orthodontic Benefits are limited to dependent child Enrollees under the age of 19 or [25 if full-time student]].

[Limitations on TMJ Benefits:

TMJ Benefits are subject to all the Limitations, Exclusions and other terms of this dental care program.
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= We will not pay for the repair or replacement of any appliance furnished in whole or in part under this or any
other health program which provides TMJ Benefits.

=  Benefits are limited to those intra-oral services which would normally be provided by a licensed Provider in
relief of oral symptoms associated with TMJ and will not include those services which would normally be
provided under medical care including, but not limited to, psychotherapy, special joint exams and x-rays,
joint surgery and medications.

= Fixed appliances and restorations are excluded. Diagnostic procedures not otherwise covered under this
program are excluded.

=  Any procedure paid under any other category of Benefits by this program is not covered as a TMJ Benefit.]

[Limitations on Implant Benefits:

= Implant Benefits are subject to all the Limitations, Exclusions and other terms and conditions in the Contract.
Diagnostic and treatment facilitating aids are considered a part of, and included in, the fees for the definitive
treatment.

= We will not pay to replace any implant that you received in the previous five (5) years.
= We will not pay for bone graphs provided with implants on the same day of service.

= We will pay for implant removal only when the Enrollee’s coverage includes Implant Benefits and is limited
to one (1) for each implant during your lifetime whether provided under us or any other dental care plan.

=  Prosthodontic devices and procedures associated with, but not included within the definition of “Implants”
are not subject to the Implant Maximum.]

[Limitations on Dental Accident Benefits:

®=  The dental accident must occur while you are covered under the Contract.

=  Services and procedures must be provided within 180 days following the dental accident and while you are
covered under the Contract.]

Limitations on All Benefits - Optional Services: Services that are more expensive than the form of treatment
customarily provided under accepted dental practice standards are called “Optional Services”. Optional Services
also include the use of specialized techniques instead of standard procedures. For example:

= [a composite restoration instead of an amalgam restoration on posterior teeth;]

= acrown where a filling would restore the tooth;

= aprecision denture/partial where a standard denture/partial could be used;

= porcelain, resin or similar materials for crowns placed on a maxillary second or third molar, or on any
mandibular molar (an allowance will be made for a porcelain fused to high noble metal crown); or

= aninlay/onlay instead of an amalgam restoration.

If you receive Optional Services, Benefits will be based on the lower cost of the customary service or standard
practice instead of the higher cost of the Optional Service. You will be responsible for the difference between the
higher cost of the Optional Service and the lower cost of the customary service or standard procedure.

Exclusions

The Contract covers a wide variety of dental care expenses, but there are some services for which we do not
provide benefits. It is important for you to know what these services are before you visit your Provider.

We do not pay benefits for:

= treatment of injuries or illness covered by workers’ compensation or employers’ liability laws; services
received without cost from any federal, state or local agency, unless this exclusion is prohibited by law.

=  cosmetic surgery or procedures for purely cosmetic reasons.
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=  maxillofacial prosthetics.

= services for congenital (hereditary) or developmental (following birth) malformations, including but not
limited to cleft palate, upper and lower jaw malformations, enamel hypoplasia (lack of development),
fluorosis (a type of discoloration of the teeth) and anodontia (congenitally missing teeth), except those
services provided to newborn children for medically diagnosed congenital defects, illness, injury or birth
abnormalities.

= treatment to restore tooth structure lost from wear, erosion, or abrasion; treatment to rebuild or maintain
chewing surfaces due to teeth out of alignment or occlusion; or treatment to stabilize teeth. Examples
include but are not limited to: equilibration, periodontal splinting, occlusal adjustments or occlusal guards.

= any Single Procedure started prior to the date you became eligible for services under this plan.
= prescribed drugs, medication, pain killers, antimicrobial agents or experimental procedures.

= charges for anesthesia, other than general anesthesia and IV sedation administered by a licensed Provider
in connection with covered oral surgery or selected endodontic and periodontal surgical procedures.

= extraoral grafts (grafting of tissues from outside the mouth to oral tissues).
= porcelain and porcelain fused to metal crowns for Enrollees under age 12.
= fixed bridges and removable partials for Enrollees under age 16.

= interim implants.

= resin-based inlays and onlays.

= overdentures.

= charges by any hospital or other surgical or treatment facility and any additional fees charged by the
Provider for treatment in any such facility.

= treatment by someone other than a Provider or a person who by law may work under a Provider’s direct
supervision.

= charges incurred for oral hygiene instruction, a plaque control program, preventive control programs
including home care times, dietary instruction, x-ray duplications, cancer screening, tobacco counseling or
broken appointments.

= dental practice administrative services including but not limited to, preparation of claims, any non-treatment
phase of dentistry such as provision of an antiseptic environment, sterilization of equipment or infection
control, or any ancillary materials used during the routine course of providing treatment such as cotton
swabs, gauze, bibs, masks or relaxation techniques such as music.

= services or supplies covered by any other health plan of the Contractholder.

= treatment rendered by a person who ordinarily resides in your household or who is related to you (or to your
spouse) by blood, marriage or legal adoption.

= procedures having a questionable prognosis based on a dental consultant’s professional review of the
submitted documentation.

= [the initial placement of any prosthodontic appliance [or implants], unless such placement is needed to
replace one or more natural, permanent teeth extracted while you are covered under the Contract or was
covered under [any dental care program with us / the Contractholder’s prior dental plan]. The extraction of a
third molar (wisdom tooth) will not qualify under the above. Any such denture or fixed bridge must include
the replacement of the extracted tooth or teeth.]

= services for Orthodontic treatment (treatment of malocclusion of teeth and/or jaws) except as provided
under the Orthodontic Benefit section, if applicable.

= procedures performed for the purpose of orthodontic treatment except as provided under the Orthodontic
Benefit section, if applicable.

= services for any disturbance of the temporomandibular (jaw) joints or associated musculature, nerves and
other tissues (TMJ) except as provided under the TMJ Benefit section, if applicable.
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= [services for implants (prosthetic appliances placed into or on the bone of the upper or lower jaw to retain or
support dental prosthesis), their removal or other associated procedures except as provided under the
Implant Benefit section, if applicable.]

= [services not included on the Table of Allowances.]
= [services or supplies for oral surgery, general anesthesia or IV sedation, palliative treatment, or sealants.]

= [services or supplies for endodontic treatment (procedures for removal of the nerve of the tooth and the
treatment of the pulp cavity portion of the root of the tooth).]

= [services or supplies for periodontic treatment (procedures for the treatment of the gums and the bones
supporting teeth.]

= [services or supplies for restorative treatment (amalgam, synthetic porcelain, plastic restorations (fillings)
and prefabricated stainless steel restorations for treatment of carious lesions (visible destruction of hard
tooth structure resulting from the process of decay).]

= [services or supplies for denture repairs (repair to partial or complete dentures including rebase procedures
and relining).]

= [services or supplies for crowns and inlays/onlays for treatment of carious lesions (visible decay of the hard
tooth structure) when teeth cannot be restored with amalgam, synthetic porcelain, plastic restorations).]

= [services or supplies for prosthodontic benefits (procedures for construction of fixed bridges, partial or
completed dentures and the repair of fixed bridges)].

PRE-TREATMENT ESTIMATES

Pre-Treatment Estimate requests are not required; however, your Provider may file a Claim Form before
beginning treatment, showing the services to be provided to you. We will estimate the amount of Benefits
payable under the Contract for the listed services. By asking your Provider for a Pre-Treatment Estimate from us
before you agree to receive any prescribed treatment, you will have an estimate up front of what we will pay and
the difference you will need to pay. The Benefits will be processed according to the terms of the Contract when
the treatment is actually performed. Pre-Treatment Estimates are valid for 60 days, or until an earlier occurrence
of any one of the following events:

= the date the Contract terminates;
= the date the your coverage ends; or
= the date the Provider’s agreement with Delta Dental ends.

A Pre-Treatment Estimate does not guarantee payment. It is an estimate of the amount we will pay if you are
enrolled and meet all the requirements of the program at the time the treatment you have planned is completed
and may not take into account any deductibles, so please remember to figure in your deductible if necessary.

COORDINATION OF BENEFITS

[We coordinate the Benefits under the Contract with your Benefits under any other group or prepaid program or
Benefit plan including another Delta Dental. (This does not apply to a blanket school accident policy.) Benefits
under one of the programs may be reduced so that your combined coverage does not exceed the Provider's
fees for the covered services.]

[We coordinate the Benefits under the Contract with your Benefits under any other group or prepaid program or
insurance policy designed to fully integrate with other policies. Benefits under this program may be reduced so
that combined coverage does not exceed the Maximum Contract Allowance.]

If this is the “primary” program, we will not reduce Benefits, but if the other program is the primary one, we will
reduce Benefits otherwise payable under this program. The reduction will be the amount paid for or provided
under the terms of the primary program for services covered under the Contract (see Benefits and Limitations).
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=  How do we determine which Plan is the “primary” program?

(1)

(2)

3)

(4)

(5)

If the other Plan is not primarily a dental plan, this Plan is primary, except the Enrollee’s medical plan, if
any, will be primary for oral surgery procedures covered under such plan.

If the other Plan is a dental program, the following rules are applied:
a) the Plan covering you as an employee is primary over a Plan covering you as a dependent.

b) the Plan covering you as an employee is primary over a Plan which covers the insured person as a
dependent; except that: if the insured person is also a Medicare beneficiary, and as a result of the
rule established by Title XVIII of the Social Security Act and implementing regulations, Medicare is:

i) secondary to the Plan covering the insured person as a dependent and

ii) primary to the Plan covering the insured person as other than a dependent (e.g. a retired
employee), then the benefits of the Plan covering the insured person as a dependent are
determined before those of the Plan covering that insured person as other than a dependent.

Except as stated below, when this Plan and another Plan cover the same child as a dependent of
different persons, called parents:

a) The benefits of the Plan of the parent whose birthday falls earlier in a year are determined before
those of the Plan of the parent whose birthday falls later in that year, but

b) If both parents have the same birthday, the benefits of the Plan which covered one parent longer
are determined before those of the Plan which covered the other parent for a shorter period of time.

c) However, if the other Plan does not have the birthday rule described above, but instead has a rule
based on the gender of the parent, and if, as a result, the plans do not agree on the order of
benefits, the rule in the other Plan will determine the order of benefits.

d) Inthe case of a dependent child of legally separated or divorced parents, the Plan covering the
Enrollee as a dependent of the parent with legal custody, or as a dependent of the custodial
parent’s spouse (i.e. step-parent) will be primary over the Plan covering the Enrollee as a
dependent of the parent without legal custody. If there is a court decree which would otherwise
establish financial responsibility for the health care expenses with respect to the child, the benefits
of a Plan which covers the child as a dependent of the parent with such financial responsibility will
be determined before the benefits of any other policy which covers the child as a dependent child.

If the specific terms of a court decree state that the parents will share joint custody, without stating
that one of the parents is responsible for the health care expenses of the child, the Plans covering
the child will follow the order of benefit determination rules outlined in (3) a) through (3) c).

The benefits of a Plan which covers an insured person as an employee who is neither laid off nor retired
are determined before those of a Plan which covers that insured person as a laid off or retired
employee. The same would hold true if an insured person is a dependent of a person covered as a
retiree and an employee. If the other Plan does not have this rule, and if, as a result, the Plans do not
agree on the order of benefits, this rule is ignored.

If an insured person whose coverage is provided under a right of continuation pursuant to federal or
state law also is covered under another Plan, the following will be the order of benefit determination:

a) First, the benefits of a Plan covering the insured person as an employee or Primary Enrollee (or as
that insured person’s dependent);

b) Second, the benefits under the continuation coverage.

If the other Plan does not have the rule described above, and if, as a result, the Plans do not agree on
the order of benefits, this rule is ignored.
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(6) If none of the above rules determine the order of benefits, the benefits of the plan which covered you
longer are determined before those of the Plan which covered you for the shorter term.

SELECTING YOUR PROVIDER

Free Choice of Provider

We recognize that many factors affect the choice of dentist and therefore support your right to freedom of choice
regarding your Provider. This assures that you have full access to the dental treatment you need from the dental
office of your choice. You may see any Provider for your covered treatment, whether the Provider is a PPO
Provider, Premier or a Non-Delta Dental Provider. In addition, you and your family members can see different
Providers.

Remember, you enjoy the greatest benefits—including out-of-pocket savings—when you choose a PPO
Provider. To take full advantage of your benefits, we highly recommend you verify a dentist’s participation
status within with your dental office before each appointment. Review the section titled “How Claims Are Paid”
for an explanation of payment procedures to understand the method of payments applicable to your dentist
selection and how that may impact your out-of-pocket costs.

Locating a Delta Dental PPO Provider
There are two ways in which you can locate a PPO Provider near you:

®=  You may access information through our web site at www.deltadentalins.com. This web site includes a
Provider search function allowing you to locate PPO Providers by location, specialty and network type; or

®=  You may also call our Customer Service Center toll-free at 800-521-2651 and one of our representatives will
assist you. We can provide you with information regarding a Provider’'s network, specialty and office
location.

HOW CLAIMS ARE PAID

Payment for Services — PPO Provider

Payment for covered services performed for you by a PPO Provider is calculated based on the Maximum
Contract Allowance, which is the lesser of the submitted fee on the claim,[the amount shown on the Table of
Allowances] or the PPO Provider's Contracted Fee. PPO Providers have agreed to accept the PPO Provider's
Contracted Fee as the full charge for covered services. PPO Providers have contractually agreed to charge no
more than the PPO Provider's Contracted Fee even for services that are not covered under the Contract
provided the service(s) are included in their agreement with us.

The portion of the Maximum Contract Allowance payable by us is limited to the applicable Contract Benefit Level
shown in the Group Highlights section. Delta Dental’s Payment is sent directly to the PPO Provider who
submitted the claim. We advise you of any charges not payable by us for which you are responsible. These
charges are generally your share of the Maximum Contract Allowance, as well as any Deductibles, charges
where the maximum has been exceeded, and/or charges for non-covered services.

Payment for Services — Premier Provider

Payment for covered services performed for you by a Premier Provider is calculated based on the Maximum
Contract Allowance, which is the lesser of the submitted fee on the claim, [the amount shown on the Table of
Allowances] or the PPO Provider's Contracted Fee for a [PPO Provider in the same geographic area/Program
Allowance]. Premier Providers have agreed to accept the Premier Provider's Contracted Fee as the full charge
for covered services. Premier Providers have contractually agreed to charge no more than Premier Provider’s
Contracted Fee even for services that are not covered under the Contract provided the service(s) are included in
their agreement with us.
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Payment for Services — Non-Delta Dental Provider

Payment for services performed for you by a Non-Delta Dental Provider is also calculated based on the
Maximum Contract Allowance. The portion of the Maximum Contract Allowance payable by us is limited to the
applicable Contract Benefit Level shown in the Group Highlights section. Non-Delta Dental Providers have no
agreement with Delta Dental and are free to balance bill you for any difference between what Delta pays and the
Submitted Fee.

When dental services are received from a Non-Delta Dental Provider, Delta Dental's Payment is sent directly to
the Primary Enrollee. You are responsible for payment of the Non-Delta Dental Provider’'s Submitted Fee. Non-
Delta Dental Providers will bill you for their normal charges, which may be higher than the Maximum Contract
Allowance for the service. You may be required to pay the Provider yourself and then submit a claim to us for
reimbursement. Since our payment for services you receive may be less than the Non-Delta Dental Provider's
actual charges, your out-of-pocket cost may be significantly higher.

How to Submit a Claim

Delta Dental does not require special claim forms. However, most dental offices do have Claim Forms available.
PPO and Premier Providers will fill out and submit your claims paperwork for you. Some Non-Delta Dental
Providers may also provide this service upon your request. If you receive services from a Non-Delta Dental
Provider who does not provide this service, you can submit your own claim directly to us. Please refer to the
section titled “Notice of Claim Form” for more information.

Your dental office should be able to assist you in filling out the claim form. Fill out the claim form completely and
send it to:

Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023-1809

Payment Guidelines

We do not pay PPO or Premier Providers any incentive as an inducement to deny, reduce, limit or delay any
appropriate service.

If you or your Provider files a claim for services more than 12 months after the date you received the services,
payment may be denied. If the services were received from a Non-Delta Dental Provider, you are still
responsible for the full cost. If the payment is denied because your PPO or Premier Provider failed to submit the
claim on time, you may not be responsible for that payment. However, if you did not tell your PPO or Premier
Provider that you were an Enrollee of the plan at the time you received the service, you may be responsible for
the cost of that service.

We explain to all PPO Providers and Premier Providers how we determine or deny payment for services. We
describe in detail the dental procedures covered as benefits, the conditions under which coverage is provided
and the program'’s limitations and exclusions. If any services are not covered, or if limitations or exclusions apply
to services you have received, you may be responsible for the full payment.

If you have any questions about any dental charges, processing policies and/or how your claim is paid, contact
us.

COMPLAINTS AND APPEALS

Our commitment to you is to ensure quality throughout the entire dental benefit process: from the courtesy
extended to you by our Customer Service Representatives to the dental services provided by PPO and Premier
Providers. If you have questions about any services received, we recommend that you first discuss the matter
with your Provider. However, if you continue to have concerns, please call our Customer Service Center. You
can also e-mail questions by accessing the “Contact Us” section of our web site at www.deltadentalins.com
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Complaints or Appeals regarding eligibility, the denial of dental services or claims, the policies, procedures, or
operations of Delta Dental, or the quality of dental services performed by the Provider may be directed in writing
to us or by calling us toll-free at 800-521-2651.

When you write, please include the name of the Enrollee, the Primary Enrollee’s name and ID number, and your
telephone number on all correspondence. You should also include a copy of the claim form, claim statement, or
other relevant information. Your claim statement will have an explanation of the claim review and any complaint,
or appeal process and time limits applicable to such process.

We will notify you and your Provider if Benefits are denied for services submitted on a Claim Form, in whole or

in part, stating the reason(s) for denial. You and your Provider have at least 180 days after receiving a notice of
denial to request a review by writing to us giving reasons why you believe the denial was wrong. You may also

ask us to examine any additional information you include that may support your complaint, or appeal.

Send your complaint, or appeal to us at the address shown below:

Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023-1809

We will send you a written acknowledgment within 5 days upon receipt of your complaint or appeal. We will
make a full and fair review within 30 days after we receive the complaint or appeal. We may ask for more
documents if needed. We will send you a decision within 30 days. The review will take into account all
comments, documents, records or other information, regardless of whether such information was submitted or
considered initially. If the review is of a denial based in whole or in part on lack of dental necessity, experimental
treatment or clinical judgment in applying the terms of the Contract, we shall consult with a dentist who has
appropriate training and experience. The review will be conducted for us by a person who is neither the
individual who made the claim denial that is subject to the review, nor the subordinate of such individual.

If you believe you need further review of your complaint or appeal you may [file a request with us for a second
level review or] contact your state insurance regulatory agency.

PROVISIONS REQUIRED BY LAW

Clinical Examination

Before approving a claim, we will be entitled to receive, to such extent as may be lawful, from any attending or
examining Provider, or from hospitals in which a Provider's care is provided, such information and records
relating to attendance to or examination of, or treatment provided to, you as may be required to administer the
claim, or have you be examined by a dental consultant retained by us, in or near your community or residence.
We will in every case hold such information and records confidential.

Notice of Claim Form

We will give you or your Provider, on request, a Claim Form to make claim for Benefits. To make a claim, the
form should be completed and signed by the Provider who performed the services and by the patient (or the
parent or guardian if the patient is a minor) and submitted to us at the address above.

If the form is not furnished by us within 15 days after requested by you or your Provider, the requirements for
proof of loss set forth in the next paragraph will be deemed to have been complied with upon the submission to
us, within the time established in said paragraph for filing proofs of loss, of written proof covering the
occurrence, the character and the extent of the loss for which claim is made. You may download a Claim Form
from our web site.

Written Notice of Claim/Proof of Loss

We must be given written proof of loss within [12 months] after the date of the loss. If it is not reasonably
possible to give written proof in the time required, the claim will not be reduced or denied solely for this reason,
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provided proof is filed as soon as reasonably possible. In any event, proof of loss must be given no later than
one year from such time (unless the claimant was legally incapacitated).

All written proof of loss must be given to us within [12 months] of the termination of the Contract.
Time of Payment

Claims payable under the Contract for any loss other than loss for which the Contract provides any periodic
payment will be processed no later than 30 days after written proof of loss is received. We will notify you and
your Provider of any additional information needed to process the claim within this 30 day period.

To Whom Benefits Are Paid

It is not required that the service be provided by a specific dentist. Payment for services provided by a PPO or
Premier Provider will be made directly to the dentist. Any other payments provided by the Contract will be made
to you. All benefits not paid to the Provider will be payable to you, the Primary Enrollee or Dependent Enrollee,
or to your estate, or to an alternate recipient as directed by court order, except that if the person is a minor or
otherwise not competent to give a valid release, benefits may be payable to his or her parent, guardian or other
person actually supporting him or her.

Misstatements on Application; Effect

In the absence of fraud or intentional misrepresentation of material fact in applying for or procuring coverage
under the Contract, all statements made by you or the Contractholder will be deemed representations and not
warranties. No such statement will be used in defense to a claim under the Contract, unless it is contained in a
written application.

Any misrepresentation, omission, concealment of fact or incorrect statement which is material to the acceptance
of risk may prevent recovery if, had the true facts been known to us, we would not in good faith have issued the
contract at the same premium rate. If any misstatement would materially affect the rates, we reserve the right to
adjust the premium to reflect your actual circumstances at enrollment.

Legal Actions

No action at law or in equity will be brought to recover on the Contract prior to expiration of 60 days after proof
of loss has been filed in accordance with requirements of the Contract, nor will an action be brought at all unless
brought within three (3) years from expiration of the time within which proof of loss is required by the Contract.
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TABLE OF ALLOWANCES
PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Clinical Oral Evaluations

D0120  Periodic oral evaluation - established Pati€nt........... ..o 26.00
D0140  Limited oral evaluation - problem fOCUSEA.........ooouuiiiiiiii e 42.00
D0145  Oral evaluation for a patient under three years of age and counseling with primary caregiver ................... 26.00
D0150 Comprehensive oral evaluation - new or established patient (limited to one per Provider, all

other evaluations will be benefited as DO120)........ccuieeiiiiiiiiiiiire e e e e e s e e e e e e e s rnnaaees 43.00
D0160  Detailed and extensive oral evaluation - problem focused, by report (limited to one per Provider

all subsequent ones will be benefited as DOL20 ........ccoviiiiiiiiiiee e e e e e e 56.00
D0180  Comprehensive periodontal evaluation - new or established patient (limited to one per Provider, all

other evaluations will be benefited as DOL120).........coiiiiuiiiiiiiiiie e 43.00

Radiographs/Diagnostic Imaging (Including Interpretation) (Any combination of bitewings, periapicals and panoramic
films taken on the same day will be combined as a complete series when the fees are equal to or exceed that of a
complete series)

D0210 Intraoral - complete series (iNCluding DItEWINGS) ....vevveiieiiiie e e e e 78.00
D0220  Intraoral - periapiCal - firSTHIlM ......oueiie e 16.00
D0230 Intraoral - periapical - each additional filM...........coouiiiii e 12.00
D0240 Tg1u=To] = U Yot od 1 1S3 | 1 o S UPRRRT 19.00
DO0250  EXIraoral - firSt filM ... ...ttt e e e et et e e e e e e e b et e e e e e e e e e e abbbbeeeeaaeeeaaanne 19.00
D0260  Extraoral - each additional filMm .........oooiiiiii et e e e e e e e e e e e ennne 14.00
D0272  BiteWINGS - TWO filMIS ..ottt e e e e e e e et e e e e e e e e e s anbe e e e e e e e s nnbebaeeeeaeeeeaannne 25.00
D0273  BiteWinNgs - three filMS ..o e e e e e e e e e e e e s e st ae e e e e s e santabaaeeeeeeeeaannnes 34.00
D0274  BiteWINGS - fOUI filMS...cciii e e e e e e e s e st e e e et e e e e s sseeeeeeessssntaraneeeeaeessannnnn 43.00
D0277  Vertical bitewings - Seven t0 ight filMS.........coo e e e e 53.00
(D103 10 B == o o] = Va1 o3 {1 o 4 PR UPP PSP 70.00
D0340  Cephalometric film (This is a benefit only in conjunction with orthodontic SErvices)...........ccccvvvvveveeeeeiiicnns 70.00
D0350  Oral/facial photographic images (This is a benefit only once per case in conjunction with

[oTq1glole o] gl uToleT=T oY ToT =T PSSO PU PP OPPPPTI 42.00
Test and Examinations
D0470  Diagnostic casts (This is a benefit only in conjunction with orthodontic Services) .......ccccccoveeviverieeeeiiiinns 54.00
Dental Prophylaxis
D1110  Prophylaxis - @QUIL ...ttt e e e e e e e e bttt e e e e e e e s e aaabr e e e e e e e e e nbbrbeeeaaaeeeaannae 54.00
D1120  Prophylaxis - Child (10 @08 14) ...uuuiiii ittt e e e s e e e e e s e st e et e e e s s ssantbaaeeeeeeesesnnraneeeeaeeaeannns 43.00
Topical Fluoride - (Office Procedure)
D1203  Topical Application of fluoride - child (through age 13) .....ccoocuiiiiiiiiiie e 22.00
D1204  Topical Application of fluoride - adult (subject to age limitation specified by the benefit plan) .................... 23.00
D1206  Topical fluoride varnish; therapeutic Application for moderate to high caries risk patients (subject to

age limitation specified by the benefit Plan) ... 23.00

Other Preventive Services
D1351  SEAIANT - PO TOOTN ....eeiiiiiiiie ittt n e e e e b e e e e n b e e e nrr e e e aneee 28.00
(benefit to permanent first molars through age 8 and second molars through age 15)

Space Maintainers (Passive Appliances)

D1510  Space maintainers — fixed, UNIALEIAL............coieiiiiiiiiiiieie e e e e e e e s st eereeeeeeaans 202.00
D1515  Space maintainers — fixed, DIlAteral............coiiiiiiiiiiiiee e 310.00
D1520 Space maintainers — removable, UNIMALEral .............oooiiiiiiiiie e 256.00
D1525 Space maintainers — removable, DIIALEral .............ooiiiiiiii e 287.00
D1555  Removal Of fiXed SPACE MEAINTAINET .........uiiiiiiiiii ittt s e e s st e e s anbb e e e e enbreeeeanees 50.00
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Amalgam Restorations (Including Polishing) (the fee for a restoration includes services such as, but not limited to,
adhesives, etching, liners, bases, direct and indirect pulp cap, local anesthesia, polishing, occlusal adjustment, caries,
removal and gingivectomy on the same date of service. Replacement of restorations by the same Provider is a benefit
after 24 months)

D2140  Amalgam - one surface, primary OF PEIMEANENT.........uuiieiiiiiiiiiereree e e eesire e e e e e e s s ararrrrreeeeessasnsrrareeeessnnnenenees 59.00
D2150  Amalgam - two surfaces, primary OF PEMMEANENT .......c.oiiuuiie ittt e e e s e e s sbbe e e sanbe e e e e neee 78.00
D2160  Amalgam - three surfaces, primary OF PEIMANENT.........cuutieiiuiiee ittt s sbr e e s b e e sbbe e e e e neee 93.00
D2161  Amalgam - four or more surfaces, primary Or PEIMANENT ............eiiiiiiiiiiiiiiiieea e e ariiiieee e e e e e eiaereeeeaaeaaaans 109.00
Resin-Based Composite Restorations-Direct

D2330 Resin-based cOmMpOosite - 0NE SUMACE, ANTEIION.......uuiiiie e e e e e s e e e e e e e e ree e e e e e ennneeees 71.00
D2331 Resin-based composite - tWO SUMACE, ANTEIION ..........uuiiiiiie et e e e e s e sebeae e e e e e e e e e enns 87.00
D2332 Resin-based composite - three SUIMaces, ANTEIIOT..........iiiii i e e e e e e aanns 109.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior). ..........cccccevvviieeennne 135.00
D2391  Resin-based composite - 0Ne SUMACE, POSTEIION .......cuiii ittt e e ee e e e e eneneeees 59.00
D2392  Resin-based composite - tWO SUIMACES, POSTEIION ......ciiiiiiiiiiiiie et e e e e e e eneeeeees 78.00
D2393  Resin-based composite - three SUIaCeS, POSIEIION .......cii et e e e eeeeeees 93.00
D2394  Resin-based composite - four or more Surfaces, POSLEIION .......ciieeiiiiiciiiiiiie e e e e e e e e r e e e e e e eans 171.00

Fees for Cast Restorations should include tooth preparation, pulp capping, laboratory costs, temporary restorations,
porcelain margins, cement bases, routine buildup/substructure, impressions, local anesthesia, occlusal correction,
preparation of the gingival tissue and any recementation or repair within six months.

Inlay/Onlay Restorations

D2510  Inlay - MEtalliC - ONE SUIMACE. ... .uiiiie e i it s e e e e s s e e e e e e s s s san e aeeeesssnnnsntneeeaeeeesannnsnes 233.00
D2520  Inlay - MEtalliC - tWO SUITACES .....cciiuiiiieiiiiee ettt e e e st e e e e sbe e e e s aabaeeeesnbbeeeeeaaes 271.00
D2530  Inlay - metallic - thre€ OF MOIE SUMACES ......ciuuiiii ittt e e et e e e s sbreeeesaaes 305.00
D2542  Onlay - MEtalliC - tWO SUITACES .......veiiiiiiiiee ettt e et e e sib e e e e sbe e e s saba e e e e sabbeeeeeanes 353.00
D2543  Onlay - MetalliC - thrE@ SUIMACES ........oi ettt e e e e et e e e e e sabbbe e e e e e e e e e aannnees 377.00
D2544  Onlay - metallic - fOUr OF MOFE SUIMTACES .....cooiiiiiiiiii e e e e e s e e e e e e e e e 394.00
D2610 Inlay - porcelain/CeramiC - ONE SUMACE. .......uiicii i e e e e e e e e e e e e s s st e e e e e e e e s s e sbeaeeaeaeeeesennnnns 233.00
D2620 Inlay - porcelain/Ceramic - tWO SUIMACES ......iiiiei i et e e e e e s e st e e e e e e e e sanrareeeeaeeeeesans 271.00
D2630 Inlay - porcelain/ceramic - thre€ Or MOIE SUMACES ......ciceiiiiiiiieiie et e e st e e e e e e e 305.00
D2642  Onlay - porcelain/Ceramic - tWO SUIMTACES ........cciiiiiiiiiiiei et e s r e e e s e s e e e e e e s anntereeeeaeeeenanns 353.00
D2643  Onlay - porcelain/ceramic - thre@ SUIMACES.........cccuuiiiiiie e e e e e e e e e e e e e e anns 377.00
D2644  Onlay - porcelain/ceramic - fOUr OF MOIE SUMACES ........ccoiiiiiiiieiiiee e e e s s e e e e e e s rer e e e e e e e e 394.00
Crowns-Single Restorations Only

D2740  Crown - porcelain/CeramiC SUDSIIALE ..........iiiiiiii e e e e st e e e e e s st e e e e e e s s s s aabr e e e e e e e s ssstnaeeeeaeeesssnnnnnns 375.00
D2750  Crown - porcelain fused to high Noble MEtal...........c..uviiiiiiii e 383.00
D2751  Crown - porcelain fused to predominantly base metal ...........ccuvveeive i 341.00
D2752  Crown - porcelain fused t0 NODIE MELAL.........cocoiiiiiiec e e e e rrr e e e e e e e e eans 357.00
D2780  Crown - cast 3/4 high NobIE MeEtal............oviiiiiii e e e e e s e e e e e e e e e aans 395.00
D2781  Crown - cast 3/4 predominantly Dase Metal..........cc.oooiiiiiiiiiiii e 372.00
D2782  Crown - Cast 3/4 NODIE METAL........ooii i e e e e e s s s e e e e e snn b e e eeaaeeeeannrees 386.00
D2783  Crown - Cast 3/4 POrCElAIN/CEIAMIC .......uuiiiiiiiie ettt s st e e st e e e st b e e e e stbe e e e e sbneeeesaaes 405.00
D2790  Crown - full cast high NODIE MELAL ...........oeiii e e e e e e e eneees 372.00
D2791  Crown - full cast predominantly base Metal ..............eeiiiiiiii e 330.00
D2792  Crown - full Cast NODIE MELAL ......coooi ittt e e e e e et e e e e e s snnbbbeeeeaaeeeeaannnes 349.00
D A4 O (o 1Y N ] = o110 o PR UUPPPTRPRP: 372.00
Other Restorative Services

D2910 Recement inlay, onlay, or partial coverage reStOration ..........cc.eeeiiiiirieiiiee e 28.00
D2915  Recement cast or prefabricated POSt NGO COME .........eiiiiiiiiiiiiiiiei e e e e 28.00
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D2920 R Tol =T 0 =T o ol (0 )Y o TR 28.00
D2930  Prefabricated stainless steel Crown - primary t0Oth...........cooiuiiiiiiiiiie e 136.00
D2931  Prefabricated stainless steel crown - permanent toOth ..............cooii i 98.00
D2932  PrefabriCated FESIN CrOWN ... ..ot ittt e e e e e e et e e e e e e e e e s e aaabbe e e e e e e e s aanbnbeeeeaaeeesaannnrees 98.00
D2933  Prefabricated stainless steel crown with reSin WINAOW..............cooiiiiiii e B/R*
D2934  Prefabricated esthetic coated stainless steel crown - primary t00th .........ccccccooiiiiiiiiie e B/R*
A o ST =To F= LAV 111 Vo R PPEPPR 50.00
D2950  Core build-up, including any pins (considered part of crown fee except in exceptional circumstances

or for endodontically treated teeth)...........coei i ———— 78.00
D2951  Pin retention - per tooth, in addition tO reStOration ............cccuviiiiiere e 28.00
D2952  Post and core in addition to crown, indirectly fabricated ............cccoiiiii 116.00
D2954  Prefabricated post and core in addition 10 CIOWN .........oiuiiiiiiiiiie et 98.00
D2960  Labial veneer (resin laminate) - ChairSIde ...........oocueiiiiiiiiiiiii e s 147.00
D2961  Labial veneer (resin laminate) - 1abOratory .........oooueiiiiiiii e e e e e e e 233.00
D2962  Labial veneer (porcelain laminate) - [abOratory ............cooi oo 299.00
D2971  Additional procedures to construct new crown under existing partial denture framework ..............c.coeunnee. B/R*
(D24 @8 {01V I =Y o - 1| PSSP B/R*
Pulpotomy
D3220  Therapeutic pulpotomy (excluding final reStOration)...........ccuueeiiiiee i e 81.00
D3222  Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development......................... 81.00
Endodontic Therapy (Including treatment plan, clinical procedures and follow-up care)
D3310 Endodontic therapy, anterior tooth (excluding final restoration)...........ccccveeveeeriiiccieieeee e 350.00
D3320  Endodontic therapy, bicuspid tooth (excluding final restoration)...........cccccooveeeeiiiiiee e 415.00
D3330  Endodontic therapy, molar (excluding final reStoration) ............coocueiieiiiiiee e 527.00

Endodontic Retreatment
Retreatment of root canal therapy within 24 months of the initial procedure is included in the original contracted fee when
performed by the same Provider or in the original submitted fee when performed by an out-of-network Provider.

D3346  Retreatment of previous root canal therapy - Anterior...........cuivi i 419.00
D3347  Retreatment of previous root canal therapy - DICUSPIG.........cuuiiiiiiiiiiiii e 496.00
D3348  Retreatment of previous root canal therapy - MOIAr...........oooiiiiiiiiie e 605.00
Apexification/Recalcification Procedures

D3351  Apexification/recalcification - iNItIal VISIit............coouvieiiiieei e e e e e e e s s e e e e e e e e e ennnnes 225.00
D3352  Apexification/recalcification - interim medication replacement...........cccvvviviree e ieccir e 98.00
D3353  Apexification/recalcification - final visit (includes completed root canal therapy) .........ccccccevvieeeiniieeeene 332.00
Apicoectomy/Periradicular Services

D3410  Apicoectomy/periradicular SUFGEIY - ANTEIIOL .......ccuuiiiieie e e e i it e e e e e e src e e e e e e s s rarre e e e e e e e s satareeeeaeeeeeanns 273.00
D3421  Apicoectomy/periradicular surgery - bicuspid - (firSt FOOL) ........vveeriieeiiiiee e 341.00
D3425  Apicoectomy/periradicular surgery - molar - (firSt rOOt) ........cc.uvviiiiie e 400.00
D3426  Apicoectomy/periradicular surgery - (each additional rO0t) ..........ceeeeeiiiiiiiiiiiiee e 124.00
D3430  Retrograde filliNg = PEI FOOT.......iii ittt ettt e e et e s ek bt e eabb e e e e sabe e e e e anbr e e e e annbeas 81.00
D3450 ROOT @MPULATION = PEI TOOT. ....ieteiiei ittt ettt s bttt e s abb et e e s bbbt e e sbb et e s nbb et e e s nbbeeesannnneee s 186.00

Other Endodontic Procedures
D3920  Hemisection (including any root removal), not including root canal therapy.........ccccccceveeiviiicciiieeee e, 186.00

Surgical Services (Including usual postoperative care)

On periodontal surgical procedures, the surgery is considered to include any surgical re-entry or scaling and root planing
for three years.

D4210  Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant... 245.00
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant87.00
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D4240  Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded spaces

[0 1=T go U= To [ 7= T | TR UP OO 310.00
D4241  Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded spaces

[0 1=T go [N =T [ 7= T | PP UP RSO 186.00
D4249  Clinical crown 1engthening - NArd tISSUE ........ccii it e s re e e e e s e st rbe e e e e e e e s s e nneneeees B/R*
D4260  Osseous surgery (including flap entry and closure) - four or more contiguous teeth or tooth bounded

LS 0Lz (ot TS o =T o {1 =T | 7= 1 | SO 451.00
D4261  Osseous surgery (including flap entry and closure) - one to three contiguous teeth or tooth bounded spaces

0= o 11 = o [ 7= U | SO 270.00
D4270  Pedicle soft tissue graft procedure (limited to two sites per quadrant)...........cccceeiiiieeeiiiieee e 341.00
D4271  Free soft tissue graft procedure (including donor site surgery) (limited to two sites per quadrant) ........... 391.00
Non-Surgical Periodontal Service
D4341  Periodontal scaling and root planing - four or more teeth per quadrant..............cocccvviieieee e 124.00
D4342  Periodontal scaling and root planing - one to three teeth per quadrant.............cccccevvee i, 74.00
D4355  Full mouth debridement to enable comprehensive evaluation and diagnosis ........ccccceeeevvvviiiereee e, 54.00
Other Periodontal Services
D4910  Periodontal MaintENANCE PrOCEAUIE. ........uiiiie e i i ittt et e e e e e s eer e e e e e s s e st aaeeeeeeesassastaaaeeeaeeasasintereeeaeessanssnnrnns 68.00
Complete Dentures (Includes routine post delivery care and relining for the first six months after placement)
D5110  Complete denture - MAXITAIY . ........ o ittt e e e ettt e e e e e e e s s aanbbeeeeeaasnnbbbeeeeaaaeeeaannrnes 426.00
D5120  Complete denture - MaNIDUIAE ...........oo it e e e et e e e e s anbebeeeeaaaeeeaans 426.00
D5130 Immediate denture - MAXIIAIY .........ooo ittt e e e e e e e s s e bbb e e e e e s ennbbbeeeeaaaeeeaannrnes 465.00
D5140  Immediate denture - MaNAIBUIAL............ccuiiiiiiii et e e e e ae e e e nees 465.00
Partial Dentures (Includes routine post delivery care for the first six months after placement)
D5211  Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) ..........ccccc....... 295.00
D5212  Mandibular partial denture -resin base (including any conventional clasps, rests and teeth)................... 295.00
D5213  Maxillary partial denture - cast metal framework with resin denture bases (including any conventional

(o Ty ST (=TT 5= o R (=11 ) USRS 504.00
D5214  Mandibular partial denture - cast metal framework with resin denture bases (including any conventional

(o Ty ST (=TT 5= T o R (=1 1 ) USRS 504.00
D5225  Maxillary partial denture - flexible base (including any clasps, rests and teeth) .........cccccccoovviieeeeeeennnns 378.00
D5226  Mandibular partial denture - flexible base (including any clasps, rests and teeth)........c..cccoovcciveeereeennnns 378.00
D5281  Removable unilateral partial denture-one piece cast metal (including clasps and teeth) ........ccccccceeeinnees 310.00
Adjustment to Dentures
D5410  Adjust complete denture - MAXIlArY ..........eeiie oo e e e e s e et re e e e e e e s e srrtrereaeeeesaaannrees 37.00
D5411  Adjust complete denture - MANAIDUIAT............cooi i e e e et r e e e e e e s e anerees 37.00
D5421  Adjust partial denture - MAaXIllary .........cccuuiiiiiiee e e e s e e e e e e e s s st e e e e s et reraeeeeeannnne 37.00
D5422  Adjust partial denture - MandibUIAI............ooii i e e e s e e e e e 37.00
Repairs to Complete Dentures
D5510  Repair broken complete deNTUIE DASE ......c.ccoiiiiiiiiiiiiec e e e e e s e et e e e e e e e s e naneeees 81.00
D5520 Replace missing broken tooth - complete denture (each tooth)..........ccvvvveeii i, 74.00
Repairs to Partial Dentures
D5610  Repair reSin deNUIE DASE ........ueiiiiiiiiie ettt e et e e e e e s e bt e b e ee s s aanbebaeeeaaaeeeannnnes 81.00
D5620  RePAIr CASE frAMEBWOIK ... ittt e e oottt et e e e e e e s bbb et e e e e e e e e s anbbbeeee e s snnbbbneeeaaeeesaannrnes 115.00
D5630  Repair of replace DrOKEN CIASP. .......oi i it e e e e et e e e e e eabebe e e e e e e e e e annnnes 109.00
D5640  Replace broken teeth - PertOOth...........oviiiiii i e e e e e e e e e 74.00
D5650  Add tooth to existing pPartial AENTUIE ..........eeiii i e e e e s e s s e e e e e e e sttrbereeeeeeesanannrnns 96.00
D5660  Add clasp to existing partial dENTUIE. ..........coiiii i r e e e e e s s e e e e e s snbrrreeeaeeeessnnnrnes 109.00
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Denture Rebase Procedures (Any rebase includes relining and any adjustments for six months following placement.
One rebase per arch is covered in a 24 month period)

D5710 Rebase complete maxillary QENTUIE ..........eeii i e e et e e e e e e e e saabereeeeaaeaeeaans 248.00
D5711  Rebase complete mandibular AEBNTUFE. ..........ooi it e e e e e re e e e e e e e e 248.00
D5720 Rebase maxillary partial dENTUIE .............uuiiiiii e e e e e e s s e s e e e e e e s sabebreeeeeeeessnnnnnns 223.00
D5721  Rebase mandibular partial dENTUIE ...........eeiiiiii i s e e e e e s e st re e e e e e e s sanrereeeeaaeeeesans 223.00
Denture Reline Procedures

D5730  Reline complete maxillary denture (ChairSId) ...........eeeeiiiiiiiiiiiie e 144.00
D5731  Reline complete mandibular denture (ChaIrSIAE) ..........oooi i 144.00
D5740  Reline maxillary partial denture (ChairSIide) ..........ccuuiiiiiiie i e e e e e e e e e e e 136.00
D5741  Reline mandibular partial denture (ChairSIAE)..........uuuiiiiiiiiiiiiiiiie e e e e et re e e e e e e e e 136.00
D5750  Reline complete maxillary denture (IabOratory)............eeeeeiiiiiiiiiie e e e s e e e e e 217.00
D5751  Reline complete mandibular denture (IabOratory) ........oeeeei i e e e e 217.00
D5760  Reline maxillary partial denture (IabOratory)........ccuuveiieeie i e e e e e e e e e e e e e e anns 205.00
D5761  Reline mandibular partial denture (IabOratory) ..........ueeiiieiiiiiiiireee e e e e e e e e 205.00
Interim Prosthesis

D5820  Interim partial denture - MaXIllary ..........c.ouvieiii i e e e e s e e e e e s e e e e e e e e e annraes 175.00
D5821  Interim partial denture - MandibUIAT............oooiii i e e e e s s e e e e e e e e e ennrees 175.00
Other Removable Prosthetic Services

D5850  Tissue conditioning - MAXIIIAIY .........ooiiiiiiiiii et e e e e e s e e e e e s st e baeeeaaeeesannnnes 47.00
D5851  Tissue conditioning - MANAIDUIAT ..............uuiiiiii et e et e e e e e e e enenees 47.00

Maxillofacial Prosthetics

D5900-5999 Maxillofacial prosthetic procedures are generally not benefits of Delta Dental programs. When covered, they
follow the benefits required under state regulatory guidelines, and typically are limited to services provided to newborn,
dependent children for medically diagnosed congenital defects, birth abnormalities.

Implant Services
Pre-Surgical Services

D6190  Radiographic/surgical impIant INAEX..........ccoiuiiiiiiiiiii ittt e bt e e eb e e e s nanneeas B/R*

Surgical Services

D6010  Surgical placement of implant body: endosteal Implant .............ooooeiiiiii e 0.00

D6012  Surgical placement of interim implant body for transitional prosthesis: endosteal implant..................c........ 0.00
(Delta Dental considers this procedure part of the transitional prosthesis which is not a covered benefit)

D6040  Surgical placement: eposteal IMPIANT............c.uiiiiiiii e bbb 0.00

D6050  Surgical placement: transSoSteal iIMPIANT...........oiiiiiiiii e e e seneeas 0.00

Implant Supported Prosthetics
Supporting Structures

D6055  Dental implant supported CONNECHNG DA ..........oiiiiiiiiiiie e s e e e e s e s e e e e e e e e s e nnneees 0.00
D5212  Mandibular abutment — iNCIUAES PIACEMENT .........oviiiiiiee e e e e s e 0.00
D6056  Prefabricated abutment — iNCIUES PIACEIMENT .........oiiiiiiiiie e 0.00
D6057  Custom abutment — iNCIUAES PIACEMENT. .........iiiiiiiiii it e e aneeeas 0.00
Implant/Abutment Supported Removable Dentures

D6053  Implant/abutment supported removable denture for completely edentulous arch .............ccccvvevveeee e, 0.00
D6054  Implant/abutment supported removable denture for partially edentulous arch.........cccccccoeviiiiiieieee e, 0.00
Implant/Abutment Supported Fixed Dentures (Hybrid Prosthesis)

D6078  Implant/abutment supported fixed denture for completely edentulous arch..........ccccccceeiiiiiiiiiieee i, 0.00
D6079  Implant/abutment supported fixed denture for partially edentulous arch ............cccoovieeee i, 0.00
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Single Crowns, Abutment Supported

D6058  Abutment supported POrcelain/CeramiC CrOWN ..........ciiiuurtieiiieet sttt ettt et e st e e sibe e e e s ssbb e e e ennbneeesnanneeas 0.00
D6059  Abutment supported porcelain fused to metal crown (high noble metal) ..., 0.00
D6060  Abutment supported porcelain fused to metal crown (predominantly base metal) ... 0.00
D6061  Abutment supported porcelain fused to metal crown (noble metal) ..., 0.00
D6062  Abutment supported cast metal crown (high noble metal) ... 0.00
D6063  Abutment supported cast metal crown (predominantly base metal) ........ccccccoeiviiiiiiii e, 0.00
D6064  Abutment supported cast metal crown (NOBIE MELAI) ........coiiiiiiiiiie e 0.00
D6094  Abutment supported Crown — (LEANIUM) ....oiiiieii e e s rr e e e e e s e e e e e e e e s s annneeeeeeeesnnnnnneees 0.00
Single Crowns, Implant Supported

D6065  Implant supported porcelain/CeramiC CrOWN ............uuuiiieee e e e e ciiriee e e e e e e s e st e e e e e e s e s raabb e e e e e e s s s aaanbeeeeeeesaannnnneens 0.00
D6066  Implant supported porcelain fused to metal crown (titanium, titanium alloy, high noble metal)..................... 0.00
D6067  Implant supported metal crown (titanium, titanium alloy, noble metal) ..........cccoeiiiiiiie e, 0.00
Fixed Partial Denture, Abutment Supported

D6068  Abutment supported retainer for porcelain/ceramic FPD ............ooiiiiiiiiiii e 0.00
D6069  Abutment supported retainer for porcelain fused to metal FPD (high noble metal) ..., 0.00
D6070  Abutment supported retainer for porcelain fused to metal FPD (predominantly base metal) ........................ 0.00
D6071  Abutment supported retainer for porcelain fused to metal FPD (noble metal).........ccccccoeeiiiiiiiiieeeee e, 0.00
D6072  Abutment supported retainer for cast metal FPD (high noble metal) ............cccoooiii e, 0.00
D6073  Abutment supported retainer for cast metal FPD (predominantly base metal) ........cccccceeeviiiiiieinee e, 0.00
D6074  Abutment supported retainer for cast metal FPD (noble metal) ... 0.00
D6194  Abutment supported retainer crown for FPD — (fitanium) ..........ooeeeoiiiiiiieiieee e 0.00
Fixed Partial Denture, Implant Supported

D6075  Implant supported retainer for CEramiC FPD .........ccuviiiiiii i 0.00
D6076  Implant supported retainer for porcelain fused to metal FPD (titanium, titanium alloy, or high noble metal). 0.00
D6077  Implant supported retainer for cast metal FPD (titanium, titanium alloy, or high noble metal)....................... 0.00

Other Implant Services
D6080 Implant maintenance procedures, including removal of prosthesis, cleansing of prosthesis and abutments and

FEINSErtION Of PrOSTNESIS ...occii e e e e e s r e e e e e s e st e e e e e e e e e sasssebaeeeeeeeesaannneees 0.00
D6090  Repair implant SUPPOIEA PrOSTNESIS .....uuuiiiii e e e e e s e e e e e e s et rae e e e e e e e s e annnnreees B/R*
D6095  Repair implant aDUIMIENT .........eiiiiiie e e e e e e s e s e e e e e e s e s et e e e e e s snnnaaneeeeeeeeannnnnrrees B/R*
D6091  Replacement of semi-precision or precision attachment (male or female component) of implant/abutment
supported prosthesis, Per attaChMENT ..............uiiiiiii e e e e e s s e s e e e e e e e e rnnrrenreeees 0.00

(D6091 is a benefit only after the prosthodontic time limitation (usually 5 years) has elapsed since the implant
attachment was placed)

D6092  Recement implant/abutment SUPPOIE CrOWN .........eiiiiiiiiie ittt ettt ettt e e st e e s sabe e e e s nanreeas 0.00
(Any recementation within six months after placement of the appliance is considered to be included in the initial
placement. Benefits may be paid for one recementation after six months)

D6093  Recement implant/abutment supported fixed partial denNtUre...........ooouiiiiiiiiiii e 0.00
(Any recementation within six months after placement of the appliance is considered to be included in the initial
placement. Benefits may be paid for one recementation after six months)

D6094  CDT coding places procedure D6094 immediately following DB064 ..........ccceeviiiiiiiieiieeee e 0.00
D6190 CDT coding places procedure D6190 immediately before DB0L0...........ccevveeiiiiiiiiiiiiiee e 0.00
D6194  CDT coding places procedure D6194 immediately following DB074 .........covvveeiiiiiiiieeiieee e 0.00
D6199  Unspecified iIMPIant PrOCEAUIE ..ot e s e e e e e s e e e e e e e e s s s aaateeeeeaeeesastnaneeeeeeeeannnnnenes B/R*
Fixed Partial Denture Pontics

D6205  Pontic - indirect resin based COMPOSITE.........iiiii i e e e e e e e e e e re e e e aaeeeeaans 332.00
D6210  Pontic - cast high NODBIE MELAL ..........ooo e e e e e e s r e e e e e e e e sennnes 370.00
D6211  Pontic - cast predominantly Dase MELal ...........cooiiiiiiiiiii e e e 332.00
D6212  PONtC - CASE NODIE MELAL ...ttt e ettt e e e sab et e e st b e e e s snbaeeeesnbbeeeesanes 357.00
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[ Y241 I S = |1 o 1= o1 U o o R PPRRPR 370.00
D6240  Pontic - porcelain fused to high noble Metal ............coooiiiii i 369.00
D6241  Pontic - porcelain fused to predominantly base metal............c..ueuiiiiiiiiiii e 346.00
D6242  Pontic - porcelain fused 10 NODIE MELAL ..........ooi e e e e 353.00
Fixed Partial Denture Retainers—Inlays/Onlays

D6545  Retainer - cast metal for resin bonded fixed ProSthesIS ..........oooiiiiiiiiii 155.00
D6600 Inlay - porcelain/ceramic, two surfaces (an alternate benefit of D6602 will be given) .........cccccccveeeeiinnns 260.00
D6601 Inlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6603 will be given) ............... 302.00
D6602  Inlay - cast high noble metal, tWO SUIMACES ........ooiueiiiiiiii e e e e 260.00
D6603  Inlay - cast high noble metal, three or more SUMACES ........coueiiiiiiiii e 302.00
D6604  Inlay - cast predominately base metal, tWO SUIMACES...........cccuiiiiiiie e 260.00
D6605 Inlay - cast predominately base metal, three or more Surfaces ...........cccceeevee e 302.00
D6606  Inlay - cast noble Metal, WO SUITACES ........ciiiiiiiiiiiiieiie e e e e e e e e e e e s e san e rereeaeeeeeaans 260.00
D6607  Inlay - cast noble metal, three Or MOre SUIMACES .......ueiiiii i e 302.00
D6608  Onlay - porcelain/ceramic, two surfaces (an alternate benefit of D6610 will be given).........ccccccvveeivinnns 361.00
D6609  Onlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6611 will be given).............. 388.00
D6610  Onlay - cast high noble metal, tWO SUMACES..........cuuiii i e 361.00
D6611  Onlay - cast high noble metal, three or MOre SUMfaCES..........cueiii it 388.00
D6612  Onlay - cast predominately base metal, tWO SUIMACES..........cccuviiiiiiie e 361.00
D6613  Onlay - cast predominately base metal, three or more SUMacCes.........ooocuiiiiiiii e 388.00
D6614  Onlay - cast noble metal, tWO SUIMACES. ........ooii i e e e e e e e e 361.00
D6615  Onlay - porcelain/ceramic, thre@ Or MOre SUIMACES .......ooiiiiiiiiiiiii e 388.00
(D172 S o1 - NV 11 = 111 1o U PRRRPRN 302.00
(DT C 7 A @ T o1 P\ YA ] = o110 o U PPERPR 388.00
Fixed Partial Denture Retainers—Crowns

D6710  Crown - indirect resin Dased COMPOSITE ......cooii i e e r e e e e e e s rarae e e e e e e e e e annneeees B/R*
D6750  Crown - porcelain fused to high Noble Metal..............eeiiiiii e 383.00
D6751  Crown - porcelain fused to predominantly base metal ...........cccuueeiii i 341.00
D6752  Crown - porcelain fused t0 NODIE MELAL.........cccoiiiiiiiiiec e e e e et r e e e e e e e e 357.00
D6780  Crown - 3/4 cast high NobIE Metal............ouviiiii e e e e r e e e e e e e 395.00
D6781  Crown - 3/4 cast predominantly base MEtal.........c.c.uuviiiiii i 372.00
D6782  Crown - 3/4 Cast NODIE MELAL...........eiiiiiii ettt e e st e e e nbbeeeeeane 386.00
D6783  Crown - 3/4 cast porcelain/ceramic (an alternate benefit of D6780 will be given) ..........ccocccviveveeeeiiins 405.00
D6790  Crown - full cast Nigh NODIE METAL ..........ueiiii et 372.00
D6791  Crown - full cast predominantly base MEtal .............oooiiiiiiiiiiie e 330.00
D6792  Crown - full Cast NODIE MELAL .......coeiiiiieiee e e e e e e e e et e e e e e s snnbeaeeeeaeeeesannnenes 349.00
DSy O (o 1Y N ] - o110 o PR UURPUPRP: 378.00
Other Fixed Partial Denture Services

D6930  Recement fixed Partial dENTUIE...........oi e e s e e e e e e s s e st e e e e e s snntnraneeeeeeesannnnes 39.00
D6970  Post and core in addition to fixed partial denture retainer, indirectly fabricated..............ccccoociieiiniinennnn. 124.00
D6972  Prefabricated post and core in addition to fixed partial denture retainer............ccooevvee e 98.00
D6973  Core buildup for retainer, iNCIUAING @NY PINS .....oiiiiiiii et e e 96.00
D6980  Fixed partial deNTUIE FEP@IN ... .. .. eiiie ettt ettt e e e e ettt et e e e e e s aaab bttt e e aa e e e e aannbeeeea e e e s nbabeeeeaaeeesannnnenes B/R*
Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)

D7140  Extraction, erupted tooth or exposed root (elevation &/or forceps removal).........ccccceeeviiicciiiiieee e, 62.00
Surgical Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)

D7210  Surgical removal of erupted t00tN..........cuiiiiiii e a e e e e e anraes 118.00
D7220 Removal of impacted t00th - SOt lISSUE .....uuiiiiiiii it e e e e e e e e e e s st re e e e e e e e e e aans 155.00
D7230 Removal of impacted tooth - partially DONY ..o 205.00
D7240 Removal of impacted tooth - completely DONY ........ooeeviiiiiiiiie e 242.00
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D7250  Surgical removal of residual tooth roots (CUtting ProCEAUIE)..........ueviiiiiiiie i 118.00
Other Surgical Procedures
D7280  Surgical access of an UNEruUPLEd tOOLN ........ciiii i i e e e e e e e e e e e e 155.00
D7283  Placement of device to facilitate eruption of impacted t0Oth ..o B/R*
D7285  Biopsy of oral tissue - hard (DONE, tEELN) .....eeiii i e e e e e e e 158.00
D7286  BiOpSY Of OFal ISSUE - SOM ...ttt et e et e e e e sabre e e e s nbbeeeeeaaes 118.00
D7290  Surgical repositioning Of TEETN ........eeiiii e B/R*
Alveoloplasty — Surgical Preparation of Ridge
D7310  Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant............. 121.00
D7311  Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ............... 73.00
D7320  Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant (usually

iN preparation fOr PrOSTNESIS) ... ...ui ittt et e e sbe e e sbe e e e e s nnree s 167.00
D7321  Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ....... 101.00
Vestibuloplasty
D7340  Vestibuloplasty - ridge extension - (secondary epithelialization)..............cccceee i 161.00
D7350 Vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachments, revision

of soft tissue attachments and management of hypertrophied and hyper plastic tissue) ............cccceeevneee. 326.00
Surgical Excision of Soft Tissue Lesions
D7410  Excision of benign [ESION 10 1.25 CIM .....uuuiiiiiiii e e e e s e s e e e e e e s e st e e e e e e s snbaaeeeeaeeessannnnneees B/R*
D7411  Excision of benign lesion diameter greater than 1.25 CM .......veviiiiiiiiiiiiicc e B/R*
D7412  Excision of benign [€Sion COMPICALE. ........uiiieii i e s e e e e e s e e e e e e e e s s nnnnneeees B/R*
D7413  Excision of malignant 1€SIion, UP 10 1.25 CIM ..ccciiiiiiiiiiiee e e e e s r e e e e e s s s st e e e e e e e e e nnnnnnees B/R*
D7414  Excision of malignant [esion greater than 1.25..........ooo i B/R*
D7415  Excision of malignant 1esion, COMPICALE..........oouiiiiiiiiiii e B/R*
Surgical Excision of Intra-Osseous Lesions
D7440  Excision of malignant tumor - lesion diameter Up 10 1.25 CM...ueiiiieiiiiiiciiieicc e B/R*
D7441  Excision of malignant tumor - lesion diameter greater than 1.25 CM .........covviiiiiiiiiiiie e B/R*
D7450  Removal of benign odontogenic cyst/tumor - lesion diameter up t0 1.25 CM ......ocevviiiiiiiiiiniiieec e B/R*
D7451  Removal of benign odontogenic cyst/tumor - lesion diameter greater than 1.25 CM........cccocvvveeiiiiieenninenn. B/R*
D7460  Removal of benign nonodontogenic cyst/tumor - lesion diameter up t0 1.25 CM .....coovviiviiniiiiie e, B/R*
D7461  Removal of benign nonodontogenic cyst/tumor - lesion diameter greater than 1.25 cm.........cccccceeeiiinnnnnee. B/R*
D7465  Destruction of lesion(s) by physical or chemical methods.............ooiii e B/R*
Excision of Bone Tissue
D7471  Removal of lateral exostosis (maxilla or mandible) .............ooouiiiiiiiii 524.00
D7472  Removal Of tOrUS PAlANTINUS .....cooiiiiiieiiiiiee ettt ettt e e st e e e sbb e e e sbbe e e s anbaeeeesabneeeeeanes 524.00
D7473 Removal of torus MandibUIAIIS ...........oiiiiieeee e e e s e s e e e s s snesbraeeeeaeeeeean 524.00
Surgical Incision
D7510 Incision and drainage of abscess - intraoral SOft ISSUE...........uuviiiiiiiiiiiiiie e B/R*
D7520 Incision and drainage of abscess - extraoral SOft ISSUE............cuuiiiiiiiiiiiiiiieie e B/R*
D7530 Removal of foreign body from mucosa, skin or subcutaneous alveolar tiSSUE ..........ccccovvvciiiiiieieee e ecciieee, B/R*
D7540  Removal of reaction-producing foreign bodies, musculoskeletal SyStem..........cccocuveieiiiiiiiniiieie e B/R*
D7550  Partial ostectomy/sequestrectomy for removal of non-vital bone............ccccceeeiiiiii e B/R*
D7560  Maxillary sinusotomy for removal of tooth fragment or foreign body ..., B/R*
Treatment of Fractures-Simple
D7610 Maxilla - open reduction (teeth immobilized, if PreSENt) ..........uvveviiiii i B/R*
D7620  Mauxilla - closed reduction (teeth immobilized, if PreSeNt)..........coo i B/R*
D7630  Mandible - open reduction (teeth immobilized, if PreSent)..........ooiii i B/R*
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D7640  Mandible - closed reduction (teeth immobilized, if PreSeNnt) ... B/R*
D7650  Malar and/or zygomatic arch - OPEN FEAUCTION ........uuiiiiiiiiiie ittt eneeees B/R*
D7660  Malar and/or zygomatic arch - CloSed redUCTION. ........coiiii i B/R*
D7670  Alveolus - closed reduction, may include stabilization of teeth ............c.uuiiiii i B/R*
D7680  Facial bones - complicated reduction with fixation and multiple surgical approaches............cccccccoeviiiiiinneen. B/R*

Repair of Traumatic Wounds
D7910  Suture - up to 5¢cm (when performed in conjunction with extractions, this service is considered to be included

AS PArt OF thE EXEFACTION) .....eeiiii ittt e ettt e e e e e et bttt e e e e e e s e aasbbeeeeeeaeesasansbeaeeeaeeeaaannbeneaaaaaaann B/R*
Complicated Suturing (Reconstruction requiring delicate handling of tissues and wide undermining for meticulous
closure)

D7911  Complicated SULUIE = UP T0 5 CIMi.iiiiiiiiiiiiie ettt ettt ettt ettt e e st bt e e sab bt e e anbb et e e s bbn e e e s anneeeas B/R*
D7912  Complicated Suture - greater tNAN 5 CIM ......oiiiiii e e et e e e e e s nanneeas B/R*
Other Repair Procedures

D7960  Frenulectomy (frenectomy or frenotomy) - separate ProCeAUIE. .........ccuuvieieeeeeeiiiiiiieeee e e e serneere e e e e e e eeeeaeees B/R*
D7970  Excision of hyperplastiC tiISSUE - PEF @ICH .......ccii i e e e e e e e e B/R*
D7971  EXCiSiOn Of PErICOrONAI QINGIVA ......ciiiieiiiiieie e e e eee e e e e s s e e e e e e s et eeeaeessansaabeeeeaeeessnnsnaneeeeaeeeannnnnnnees B/R*
Orthodontics

(Delta Dental’s allowances for all orthodontic procedures include all appliances, adjustments, insertion, removal and
post treatment stabilization (retention). Delta Dental will make an allowance for the cost of a standard orthodontic
treatment when specialized orthodontic appliances or procedures are chosen for aesthetic considerations)

Delta Dental Limited Orthodontic Treatment

D8010  Limited orthodontic treatment of the primary dentition ..............cooii e 0.00
D8020  Limited orthodontic treatment of the transitional dentition.............ccoooiiiiiiiiii e 0.00
D8030  Limited orthodontic treatment of the adolescent dentition.............ccooiiiiiiiiiiie e 0.00
D8040 Limited orthodontic treatment of the adult dentition ... 0.00
Interceptive Orthodontic Treatment

D8050 Interceptive orthodontic treatment of the primary dentition ... 0.00
D8060 Interceptive orthodontic treatment of the transitional dentition.............ccccovevii e 0.00
Comprehensive Orthodontic Treatment

D8070  Comprehensive orthodontic treatment of the transitional dentition ............ccccccoo i, 0.00
D8080  Comprehensive orthodontic treatment of the adolescent dentition ..o 0.00
D8090  Comprehensive orthodontic treatment of the adult dentition ... 0.00

Minor Treatment to Control Harmful Habits

D8210  Removable applianNCe tNEIAPY .....oc.uiiiiiiiiiie ettt e e e b et e s b e nb e e nre s 0.00
(This procedure is an orthodontic service only, and is not equivalent to a night guard, occlusal orthotic device,
bite guard or occlusal splint which are provided for non-orthodontic purposes)

(DS Y O I b (T = Vo] o o T g ol LT =T o )Y PP PPRPPTP 0.00

Other Orthodontic Services

D8660  Pre-orthodontiC treatMENT VISIt..........iii i st e e st e e e st e e e sbb et e e s nnbae e e e snneeeas 0.00
(Equivalent to procedure D0150)

D8670  Periodic orthodontic treatment visit (as part Of CONITACE) ..........cooiiuiiiiiiiiii e 0.00

(Delta Dental considers periodic treatment visits to be part of, and included in the contracted fees for, limited,
interceptive and comprehensive orthodontic treatment)

D8680  Orthodontic retention (removal of appliances, construction and placement of retainer[s]) .......ccccccceevviunnnen. 0.00
D8690  Orthodontic treatment (alternative billing to & CONraCt fEE) .......eeviiii i 0.00
D8693  Rebonding or recementing; and/or repair, as required, of fixed retainers...........cccovveevee e 0.00
D8999  Unspecified orthodONtiC PrOCEAUIE...........uuiiiiie et e e e e e e e e e s e st ae e e e e e s satabeeeeeeeeesannnnneens B/R*
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Adjunctive General Services

D9110  Palliative (emergency) treatment of dental pain - MINOr ProCEAUIES.........cooiiiiiiiiiiiiiieee e 50.00
Anesthesia

D9220  Deep sedation/general anesthesia - first 30 MINULES .........cccuiiiiiiiie e e e e 143.00
D9221  Deep sedation/general anesthesia - each additional 15 MINULIES............covviiiiiiiiiiiiiiieee e 31.00
D9241  Intravenous conscious sedation/analgesia - first 30 MINUIES ..........oviiiiiiiie i 157.00
D9242  Intravenous conscious sedation/analgesia - each additional 15 MIiNULES ..........cccviiiiiiiiiiiiiiiiiee e 29.00

Professional Consultation (Delta Dental considers this procedure to be for a consultation by a specialist whose opinion
or advice has been requested regarding a specific problem when routine diagnostic procedures have been performed by a
general dentist and the treatment is not provided by the specialist).

D9310  Consultation - diagnostic service provided by Provider or physician other than requesting Provider
(o] 0] 012 (o1 =T o DU REPT PR 54.00

Miscellaneous Services
D9930  Treatment of complications (post-surgical) - unusual CIrCUMSLANCES ........ccvvveeiiiiiiiiiiiiie e B/R*

*By Report — Delta Dental will determine the maximum allowance based on a narrative report submitted by the
Provider.

NOTE: The procedures described and allowances indicated on this table are subject to the terms of the
Contract and Delta Dental processing policies and may be limited or excluded.

Note: The above codes and nomenclature are copyright of the American Dental Association. Notes in italic type have
been added by Delta Dental for clarification of its processing policies with respect to these procedures and are not part
of the ADA’s nomenclature.
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NOTICE OF PRIVACY PRACTICES AND CONFIDENTIALITY OF YOUR HEALTH CARE INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice is required by law to tell you how Delta Dental protects the confidentiality of your health care
information in our possession. Protected Health Information (PHI) is defined as any individually identifiable
information regarding a patient's healthcare history; mental or physical condition; or treatment. Some examples
of PHI include your name, address, telephone and/or fax number, electronic mail address, social security
number or other identification number, date of birth, date of treatment, treatment records, x-rays, enroliment and
claims records. Delta Dental receives, uses and discloses your PHI to administer your benefit plan or as
permitted or required by law. Any other disclosure of your PHI without your authorization is prohibited.

We must follow the privacy practices that are described in this notice, but also comply with any stricter
requirements under federal or state law that may apply to our administration of your benefits. However, we may
change this notice and make the new notice effective for all of your PHI that we maintain. If we make any
substantive changes to our privacy practices, we will promptly change this notice and redistribute to you within
60 days of the change to our practices. You may also request a copy of this notice anytime by contacting the
address or phone number at the end of this notice. You should receive a copy of this notice at the time of
enrollment in a Delta Dental program, and we will notify you of how you can receive a copy of this notice every
three years.

Permitted Uses and Disclosures of Your PHI

We are permitted to use or disclose your PHI without your prior authorization for the following purposes. These
permitted uses and/or disclosures include disclosures to you, uses and/or disclosures for purposes of health
care treatment, payment of claims, billing of premiums, and other health care operations. If your benefit plan is
sponsored by your employer or another party, we may provide PHI to your employer or that sponsor for
purposes of administering your benefits. We may disclose PHI to third parties that perform services for Delta
Dental in the administration of your benefits. These parties are required by law to sign a contract agreeing to
protect the confidentiality of your PHI. Your PHI may be disclosed to an affiliate that performs services for Delta
Dental in the administration of your benefits. These affiliates have implemented privacy policies and procedures
and comply with applicable federal and state law.

We are also permitted to use and/or disclose your PHI to comply with a valid authorization, to notify or assist in
notifying a family member, another person, or a personal representative of your condition, to assist in disaster
relief efforts, and to report victims of abuse, neglect, or domestic violence. Other permitted uses and/or
disclosures are for purposes of health oversight by government agencies, judicial, administrative, or other law
enforcement purposes, information about decedents to coroners, medical examiners and funeral directors, for
research purposes, for organ donation purposes, to avert a serious threat to health or safety, for specialized
government functions such as military and veterans activities, for workers compensation purposes, and for use
in creating summary information that can no longer be traced to you. Additionally, with certain restrictions, we
are permitted to use and/or disclose your PHI for underwriting. We are also permitted to incidentally use and/or
disclose your PHI during the course of a permitted use and/or disclosure, but we must attempt to keep incidental
uses and/or disclosures to a minimum. We use administrative, technical, and physical safeguards to maintain
the privacy of your PHI, and we must limit the use and/or disclosure of your PHI to the minimum amount
necessary to accomplish the purpose of the use and/or disclosure.



Examples of Uses and Disclosures of Your PHI for Treatment, Payment or Healthcare Operations

Such activities may include but are not limited to: processing your claims, collecting enroliment information and
premiums, reviewing the quality of health care you receive, providing customer service, resolving your
grievances, and sharing payment information with other insurers. Additional examples include the following.

e Uses and/or disclosures of PHI in facilitating treatment.

For example, Delta Dental may use or disclose your PHI to determine eligibility for services requested
by your provider.

e Uses and/or disclosures of PHI for payment.
For example, Delta Dental may use and disclose your PHI to bill you or your plan sponsor.
e Uses and/or disclosures of PHI for health care operations.

For example, Delta Dental may use and disclose your PHI to review the quality of care provided by our
network of providers.

Disclosures Without an Authorization

We are required to disclose your PHI to you or your authorized personal representative (with certain
exceptions), when required by the U. S. Secretary of Health and Human Services to investigate or determine
our compliance with law, and when otherwise required by law. Delta Dental may disclose your PHI without your
prior authorization in response to the following:

e Court order;

e Order of a board, commission, or administrative agency for purposes of adjudication pursuant to its
lawful authority;

e Subpoena in a civil action;

e Investigative subpoena of a government board, commission, or agency;
e Subpoena in an arbitration;

e Law enforcement search warrant; or

e Coroner's request during investigations.

Disclosures Delta Dental Makes With Your Authorization

Delta Dental will not use or disclose your PHI without your prior authorization if the law requires your
authorization. You can later revoke that authorization in writing to stop any future use and disclosure. The
authorization will be obtained from you by Delta Dental or by a person requesting your PHI from Delta Dental.

Your Rights Regarding PHI

You have the right to request an inspection of and obtain a copy of your PHI. You may access your PHI by
contacting the appropriate Delta Dental office. You must include (1) your name, address, telephone number and
identification number and (2) the PHI you are requesting. Delta Dental may charge a reasonable fee for
providing you copies of your PHI. Delta Dental will only maintain that PHI that we obtain or utilize in providing
your health care benefits. Most PHI, such as treatment records or X-rays, is returned by Delta Dental to the
dentist after we have completed our review of that information. You may need to contact your health care
provider to obtain PHI that Delta Dental does not possess.

You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, or PHI that is otherwise not subject to disclosure under federal or state law.
In some circumstances, you may have a right to have this decision reviewed. Please contact the privacy office
as noted below if you have questions about access to your PHI.

You have the right to request a restriction of your PHI. You have the right to ask that we limit how we use
and disclose your PHI. We will consider your request but are not legally required to accept it. If we accept your



request, we will put any limits in writing and abide by them except in emergency situations. You may not limit the
uses and disclosures that we are legally required or allowed to make.

You have the right to correct or update your PHI. This means that you may request an amendment of PHI
about you for as long as we maintain this information. In certain cases, we may deny your request for an
amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with
us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. If your
PHI was sent to us by another, we may refer you to that person to amend your PHI. For example, we may refer
you to your dentist to amend your treatment chart or to your employer, if applicable, to amend your enroliment
information. Please contact the privacy office as noted below if you have questions about amending your PHI.

You have the right to request or receive confidential communications from us by alternative means or at
a different address. We will agree to a reasonable request if you tell us that disclosure of your PHI could
endanger you. You may be required to provide us with a statement of possible danger, a different address,
another method of contact or information as to how payment will be handled. Please make this request in writing
to the privacy office as noted below.

You have the right to receive an accounting of certain disclosures we have made, if any, of your PHI.
This right does not apply to disclosures for purposes of treatment, payment, or health care operations or for
information we disclosed after we received a valid authorization from you. Additionally, we do not need to
account for disclosures made to you, to family members or friends involved in your care, or for notification
purposes. We do not need to account for disclosures made for national security reasons or certain law
enforcement purposes, disclosures made as part of a limited data set, incidental disclosures, or disclosures
made prior to April 14, 2003. Please contact the privacy office as noted below if you would like to receive an
accounting of disclosures or if you have questions about this right.

You have the right to get this notice by e-mail. You have the right to get a copy of this notice by e-mail. Even
if you have agreed to receive notice via e-mail, you also have the right to request a paper copy of this notice.

Complaints

You may complain to us or to the U. S. Secretary of Health and Human Services if you believe that Delta Dental
has violated your privacy rights. You may file a complaint with us by notifying the privacy office as noted below.
We will not retaliate against you for filing a complaint.

Contact

You may contact the Privacy Department at the address and telephone number listed below for further
information about the complaint process or any of the information contained in this notice.

Address:  Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023

Phone: 770-641-5100

This notice is effective on and after July 1, 2006.



Contract Amendment

AMENDMENT NO:

Group No.:

Information on this form is variable

IT IS AGREED that the Contract effective between DENTEGRA INSURANCE COMPANY and
AMENDED effective as follows:

Except as AMENDED all terms and provisions of this Contract shall remain unchanged.

Signature of Contractholder

DENTEGRA INSURANCE COMPANY

Anthony S. Barth, Vice Chairman

SLE-C-AMEND

is hereby



Evidence of Coverage Amendment

AMENDMENT NO:
Group No.:

Information on this form is variable

IT IS AGREED that the Contract effective between DENTEGRA INSURANCE COMPANY and
AMENDED effective as follows:

Except as AMENDED all terms and provisions of the Certificate shall remain unchanged.

DENTEGRA INSURANCE COMPANY

(o=

Anthony S. Barth, Vice Chairman

SLE-E-AMEND

is hereby



Dentegra Insurance Company ! Dentegra’s Use ONLY

Alpharetta, GA 30009 Group #:
(877) 280-4204 Group Dental Insurance Application |
AE: AM:

Name of Applicant: Fed ID/TIN#:
Type of Group: Type of Industry: SIC Code:
(employer, association, trust: submit association by-laws or trust agreement)
Address:

(Street) (City) (State) (Zip) (County)
Name of Contact Person: Telephone
Fax No.: E-mail Address:
Billing Address if different: Contact:
TPA [ ]No []Yes Fax: E-mail: Telephone #:
Contract Effective Date: Length of Contract:

Program (checkone) .. ___| [_] Dentegra (“PPQ”)_____[ ] Flexible Dual Choice (1Oother:
Fee Basis ] PPO in/PPO out [] Table of Allowances#
] PPO in/Program Allowance out (Program Allowance: [ ] Standard [] Other __ )

Type of Provider — PPO Premier Non-DeltaDental |
Diagnostic &Preventive | % | % | %  |[sealants
Basic | % | % | % |l [ Sealants [ ]Endo [ ]Perio []Oral Surgery
Major %ol %] % |l [1Endo [ JPerio [10ralSurgery
Benefit Year (checkone) || [ Calendar Year | L Contract Year
Deductible $_ perEnrollee; $_ perFamily or $ Lifetime
_ WaivedonD&P[Jyes [Ino |
Annual Maximum $_
_ WaivedonD&P[lyes [Jno |
Orthodontics (check one) ] not applicable [] adults, children & students [_] children and students only [] children only

% % % OrthoMax: $ | [] Lifetime [_]Calendar Yr
_____________________________________________________________ J_D_990t_r_a_9t__Y_r______________
Dental Accident Benefit _% ______ _ % | _% _______ $__ per Enrollee per Benefit Year
,,,,,,,,,,, Clyes (dno | | |
Waiting Period []Basic _____ months (1 Major __ months ‘ [] Orthodontic ___ months

(check all that apply)

Waiting periods are calculated for each Enrollee from:
The effective date reported for the Primary Enrollee [] or The effective date reported for each Enrollee []

Late Entrant Limitation [1lyes [1no [] Diagnostic & Preventive Sealants [ ] Basic [ ] Major [] Ortho
(check all that apply) months | [] Dental Accident Benefit include percentages in the Special Request Box below

Takeover [ ]yes*[]no If yes, previous carrier & takeover period:

*please check applicable boxes and provide history. [ ] Deductible Takeover [ ]Maximum Takeover [ ] Orthodontic Takeover

Combined Medical / Dental [ ]yes [ ] no If yes, name of other carrier:

Multiple Plan Option [lyes [1no Ifyes, name of other carrier:

Incentive Plan (check option purchased and include percentages in the Special Request Box below:
[|Standard Incentive [_|Partial Benefit Incentive (for part-time employees) [ _]Enrollee-Member Incentive

] Special Requests (attach page if necessary):

(Continued on next page)

SLE DENTEGRA-GRP-AR-AP



Group Dental Application (Continued) Applicant’s Name:

Employer Contribution: [] percentage  [_] dollar amount ~ For Employee: For Dependent:

Monthly Rates:
[ ] Two Tier: EE:  $ EE & family: $
[ ] Three Tier: EE: $ Two Party: $ Three Party: $
L] Four Tier: EE:  $ EE & Spouse:  $ EE & child(ren): $ EE, Spouse & Child(ren): $
] Other (specify type and amount): If ASC: Per primary member $ per month or % of claims per month
Census: # of Eligible Employees

# of Employees Participating in Dentegra’s Dental Program
Eligibility: # of Months: or  #of Days: Hours / week:
Employee Effective Date: [] 1% day of the month following completion of eligibility [] Date of hire
] 1% day of month following date of hire ] Day following completion of eligibility

Who is eligible:  [] All Employees [ ] Class of employees:
[] Retired Employees Children to age: Students to age:

This program shall become effective only upon issuance of a written agreement executed by a duly authorized officer of Dentegra. In the
absence of fraud or intentional misrepresentation of material fact, the statements in this application are deemed to be representations and not
warranties. Any misrepresentation, omission, concealment of fact or incorrect statement which is material to the acceptance of risk may
prevent recovery if, had the true facts been known to Dentegra we would not in good faith have issued the contract at the same premium rate.
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in
an application for insurance Is guilty of a crime and may be subject to fines and confinement in prison.

Except as otherwise limited by the Health Insurance Portability and Accountability Act and its administrative simplification regulations
(“HIPAA™), Applicant shall provide Dentegra with Protected Health Information (“PHI”) for the proper implementation, administration and
management of the group dental services contract for which Applicant is applying. Dentegra agrees that the PHI will be held confidential
and used or further disclosed only to administer the group dental program as described in the group dental contract or as permitted or
required by law. Applicant and Dentegra shall comply with all the applicable federal and state laws and regulations relating to administrative
simplification, security and privacy of PHI, including the terms of any business associate addendum that may be required as part of the group
dental contract to be executed between Applicant and Dentegra.

] Applicant understands he/she will receive an electronic version of the evidence of coverage booklet for distribution to all employees/
members covered under the contract.

Executed this day of , 20 for the Applicant  at:
City and State
By: Signature:
(please print — name and title)

Accepted for Dentegra Insurance Company

This day of :
Authorization initials Anthony S. Barth, Vice Chairman, Dentegra Insurance Company
- Agent Information Are you appointed with Dentegra Insurance Company? [_]yes [ ] no
i Agent Name TIN or SS# State license # |
(if applicable)
| Signature Telephone # =
Address ,
: (Street) (City) (State) (zip) (County) :

SLE DENTEGRA-GRP-AR-AP
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APPENDIX TO THE GROUP APPLICATION

Information on this page is variable
Contract #: ’ ‘[dl]

For: ‘ ‘[dZ]

(Name of Group)

IT IS AGREED that the Application between DENTEGRA INSURANCE COMPANY and
‘[dS] is hereby AMENDED as follows:

B

Except as AMENDED all terms and provisions of the Group Application shall remain unchanged.

DENTEGRA INSURANCE COMPANY

Anthony S. Barth, Vice Chairman

| SLE-AX-G-AP



SERFF Tracking Number: DDPA-126229677 Sate: Arkansas
Filing Company: Dentegra Insurance Company Sate Tracking Number: 42939
Company Tracking Number: SLE-GRP-09-004

TOl: H10G Group Health - Dental SUb-TOI: H10G.000 Health - Dental
Product Name: S E-GRP-AR
Project Name/Number: /

Rate Information

Rate data does NOT apply to filing.

Created by SERFF on 07/24/2009 01:57 PM



SERFF Tracking Number: DDPA-126229677 Sate: Arkansas
Filing Company: Dentegra Insurance Company Sate Tracking Number: 42939
Company Tracking Number: SLE-GRP-09-004

TOl: H10G Group Health - Dental SUb-TOI: H10G.000 Health - Dental
Product Name: S E-GRP-AR
Project Name/Number: /

Supporting Document Schedules

Review Status:
Satisfied -Name: Flesch Certification Approved-Closed
Comments:
Please see attached a signed readability/flesch certification letter.
Attachment:
[Untitled]-2009071506021587.pdf

Review Status:

Bypassed -Name: Application Approved-Closed
Bypass Reason: Please see the Application attached in the Forms section.
Comments:

Review Status:
Satisfied -Name: Enrollment Form Approved-Closed
Comments:
Please see attahced the Enrollment Form that is to be used with the submitted documents.
Attachment:
DIC Form 3464 ST.pdf

Review Status:
Satisfied -Name: Variable Information Forms Approved-Closed
Comments:
Please see attached forms with variable information and comments.
Attachments:
G-SLE-C-AR-09w comments.pdf
C-AMEND w comments 071009.pdf
E-AMEND w comments071009.pdf
AX-G-AP w comments.pdf
G-SLE-E-AR-09w comments.pdf

Created by SERFF on 07/24/2009 01:57 PM

07/24/2009

07/24/2009

07/24/2009

07/24/2009
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Readability/Flesch Certification

Arkansas
Regulation 49

This document certifies that the submitted forms achieved your state’s minimum statutory

requirements relating to readability.

www.dentegra.com

Form No: Readability Score
G-SLE-C-AR-09 52
SLE-C-AMEND 61
G-SLE-E-AR-09 82
SLE-E-AMEND 61
SLE DENTEGRA-GRP-AP N/A
SLE-AX-G-AP 61
7AW | JAMb e 1 Vice President, of Underwriting
Name B Title
7 ) /3 ;7&’/ ;,.J v-_7_£{
L/'{}zﬂ(_,{é 7 At ,;’,";'_Fé‘. - *,'f \—:7 = K O (:”
Signatufe/ Date

Corporate Headquarters
100 First Street San Francisco CA 94105
Telephone 866-238-1580
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Dentegra Insurance Company

[Street]

[City, State, Postal code]

www.dentegra.com

ENROLLMENT/CHANGE FORM

Dentegra Insurance Company

VERY IMPORTANT - Please Print Legibly

FOR GROUP USE ONLY

Group No. Division State
Effective Hire

Date / Date / /

Name of Employer

Location Pay Code Benefit Package

Enrollee/Change Information

Enrollee Classification

O New Enroliment

U Add/Delete Dependent

O Marital Status Change

U Address Change a

Other

O Terminate Enrollee Coverage

O SSN/Enrollee ID Number Correction or
previous ID under which benefits are received

Primary Enrollee Information

O Full-Time & Hourly O Certified
O Part-Time [ Salaried U Classified
O Retired O Member/Other

COBRA (if applicable)

Social Security Number Enrollee ID Number (if applicable) Date of Birth Gender Marital Status o

U Termination

| ] | | | | ]| R / / O male O Female a Ssingle O Married

First Name Last Name Middle Initial U Reduction in Hours

O Divorce/Legal Separation*
Mailing Address (Street) City State ZIP Code

O Widowed/Surviving Dependent*
E-mail Address (internal use only) Phone N”mber( ) Phone Type O  Dependent Child No Longer Eligible*

Celld wWork d Home O
Name of Other Dental Carrier Policy Holder Name (first/iast) Date of Birth Indicate qualifying date: / /
- . / / *If a dependent is enrolling under his/her social
Effective Date Policy Holder Street Address City State | ZIP Code security number, the SSN currently enrolled under
of Other Policy / / must be provided.
Dependent Information

Relationship Dependent First Name (Last only if different from enrollee) | Add / Term Social Security Number Date of Birth Male / Female | Student/ Disabled** Name of School (overage student)**
Spouse/Partner a Q [ | L] / / Q Q a a
Dependent Q 9| | | L1 [ a Qa Q Q
Dependent ] ] L | L / / ] ] ] Q
Dependent Q 9| | | L1 [ a Qa Q Q
Dependent ] ] L | Lo / / ] ] ] Q

Please attach a separate sheet for additional dependent information. All dependents listed will be considered enrolled. **Additional documentation will be required for disabled and student status.

O Idecline coverage

at this time.

Signature of Enrollee

Date

U lauthorize any payroll deduction that may be required towards the cost of this coverage. | certify that the above information is true and correct to the best of my knowledge. | understand
that changes can only be made during the annual open enrollment period unless | experience a qualifying family status change, in which case the change must be consistent with that
event, or as may otherwise be provided by the group contract.

Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison

DIC Form 3464 ST

@ #54199




DENTEGRA INSURANCE COMPANY
1130 Sanctuary Parkway
Suite 600
Alpharetta, Georgia 30009
(877) 280-4204

Group Dental PPO Insurance Contract

’s NameHDl] , (“Contractholder™) has applied for a group
dental insurance Contract with Dentegra Insurance Company (Dentegra). The following terms will apply:

I Contractholder will pay Dentegra the monthly Premium stated in this Contract.

Il.  Dentegra has accepted the Application submitted by the Contractholder. A copy is attached and mal t of this

Contract. When the Contractholder pays the first month’s Premium, the term of this Contract wil inat 12:01 a.m.
Standard Time, on the Effective Date listed in Appendix A. The term of this Contract will end a ed in this Contract

at the end of the Contract Term at 12:00 midnight Standard Time.

1. [Contractholded[DZ] will give each Primary Enrollee a certificate furnished by Dentegra ntractholded[DS] will give
each Primary Enrollee electronic access to a certificate of coverage furnished by Delt tai.] Contractholder will also
distribute to its Enrollees any notice from Dentegra which affects their rights undergisis\gontract.

So long as Contractholder pays the Premiums stated in Article 3, Dentegra agrees t@i e the Benefits described in Article
4. This Contract will continue from year to year until terminated, as stated in Artic

This Contract is issued and delivered in the State of Arkansas and is gove;n\@ laws.

&
Anthony%*:éh, Vice Chairman

&\

UNDERWRITTEN BY: ?
DENTEGRA INSURANCE PANY
1130 Sanctuary Parkway, $@0
Alpharetta, Georgia 30
(877) 280-4204 %@
*
ADMINIST Y
DELT L INSURANCE COMPANY

1130 Sanctuary Parkway, Suite 600
Alpharetta, Georgia 30009
(770) 641-5100

G-SLE-C-AR-09 1 XXXXX
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ARTICLE 1
DEFINITIONS

Terms when capitalized in this document have defined meanings, given either in the section below or within the Contract
sections.

1.01 Accepted Fee -- the amount the attending Provider agrees to accept as payment in full for services rendered.

1.02 Benefits (In-Network or Out-of-Network) -- the amounts that Delta Dental will pay for dental services under this
Contract. In-Network Benefits are those covered by this Contract and performed by a Delta Dental PPO®™ Provider.
Out-of-Network Benefits are those covered by this Contract but performed by a Delta Dental Premier® Provider or a
Non-Delta Dental Provider.

1.03 Claim Form -- the standard form used to file a claim or request a Pre-Treatment Estimate for treatment.

1.04 Contract -- this agreement between Delta Dental and Contractholder, including the Application and the zttachments
listed in Article 9.

1.05 Contract Benefit Level -- the percentage of the Maximum Contract Allowance that Delta Denta pay after the
Deductible has been satisfied.

1.06 Contractholder -- the employer, union or other organization or group contracting to obta@fits.
1.07 Contract Term -- the period during which this Contract is in effect, as shown in Ap iX"A.

1.08 Contract Year -- ![the 12 months] starting on the Effective Date and each su @[12] month period thereafter. \
[d4]HDeductible\s and maximums will be determined using this [12] month pgriodgather than on a Calendar Year
basis[D5].]

1.09 Deductible -- a dollar amount that an Enrollee and/or the Enrollee’s @(or family coverage) must pay for certain
covered services before Delta Dental begins paying Benefits. \

1.10 Delta Dental — means collectively, Dentegra Insurance Comp Delta Dental Insurance Company providing
and/or administering dental benefit programs. For the purpgsgs of this Contract, Dentegra Insurance Company is the
underwriter and Delta Dental Insurance Company is the aa@ktrator.

L g
1.11 Delta Dental Premier Provider (Premier Provi ovider who contracts with Delta Dental Insurance Company
or any other member company of the Delta Dent Association and agrees to accept the contracted fees as payment
in full for services provided under a plan and co with Delta Dental’s administrative guidelines.

1.12 Delta Dental Premier Provider’s Contradte®Fee (Premier Provider’s Contracted Fee) — the fee for each Single
Procedure that a Premier Provider has cowtrastually agreed to accept as payment in full for treating Enrollees.

1.13 Delta Dental PPO Provider (PP(’& der) -- a Provider who contracts with Delta Dental Insurance Company or any
other member company of the ntal Plans Association and agrees to accept the contracted fees as payment in full
for services provided under tﬁ\ dental plan and complies with Delta Dental’s administrative guidelines.

1.14 Delta Dental PPO Provif@ig?’s Contracted Fee (PPO Provider’s Contracted Fee) -- the fee for each Single Procedure
that a PPO Provider h& actually agreed to accept as payment in full for treating Enrollees.

1.15 Dependent E‘nw n Eligible Dependent enrolled to receive Benefits.

1.16 Effective Dade -Nihe date the program starts, as shown in Appendix A.

1.17 Eligiblé I@hdent -- a dependent of an Eligible Employee [or domestic partner[D6]] eligible for Benefits under
Ar

1.18 Eligible [Employee/Member]\\[d?]-- any [employee/member] [or \retiree\[DS]] as eligible for Benefits under Article 2.

1.19 Enrollee -- an Eligible Employee (“Primary Enrollee”) or an Eligible Dependent (“Dependent Enrollee™) enrolled to
receive Benefits; may also be referred to as “Patient”.

1.20 Enrollee’s Effective Date of Coverage -- the date the Contractholder reports coverage will begin for each Primary
Enrollee and each Dependent Enrollee.

1.21 Maximum Contract Allowance -- the reimbursement under the Enrollee’s benefit plan against which Delta Dental
calculates payment and the Enrollee’s financial obligation. Subject to adjustment for extreme difficulty or unusual
circumstances, the Maximum Contract Allowance for services provided:

e [by a PPO Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee; or
G-SLE-C-AR-09 3 XXXXX



1.22

1.23

1.24

1.25

1.26
1.27
1.28

1.29

1.30

1.31

1.32
1.33
1.34

2.01

e by a Premier Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee for a
PPO Provider in the same geographic area; or

e by a Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted
Fee\[d9] for a PPO Provider in the same geographic area.

e [by a PPO Provider is the lesser of the Submitted Fee on the claim or the PPO Provider’s Contracted Fee; or
e by a Premier Provider is the lesser of the Submitted Fee on the claim or the Premier Provider’s Contracted Fee; or
e by Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the Program AIIowance]\[le].]

e [by a PPO Provider is the lesser of the Submitted Fee on the claim, the PPO Provider’s Contracted Fee or the
amount shown on the Table of Allowance; or
e By a Premier Provider is the lesser of the Submitted Fee on the claim, the Premier Provider’s Contracted Fee or the
amount shown on the Table of Allowance; or
e by a Non-Delta Dental Provider is the lesser of the Submitted Fee on the claim or the amount shown on the Table of
Ilowancéﬁ.[dll]]

Non-Delta Dental Provider -- a Provider who is not a PPO Provider or a Premier Provider and who @ntractually
bound to abide by Delta Dental’s administrative guidelines and has not agreed to accept the contrac

Open Enrollment Period -- the month of the year during which employees may change covera@ the next Contract
Year.

Patient Pays -- Enrollee’s financial obligation for services calculated as the difference n the amount shown as
the Accepted Fee and the portion shown as “Delta Dental Pays” on the claims state n a claim is processed.

Pre-Treatment Estimate -- an estimation of the allowable Benefits under thi c@t for the services proposed,
assuming the person is an eligible Enrollee.

Premium -- the amounts payable by the Contractholder as provided i endix A.

Primary Enrollee -- an Eligible Employee enrolled in the pIan@ enefits.

Procedure Code -- the Current Dental Terminology (CDT) nu ssigned to a Single Procedure by the American

Dental Association.

Program Allowance -- the amount determined by Qel %fcr a set percentile level of all charges for such services

by Providers with similar professional standing in geographical area. Program Allowances may differ based on
the Provider’s contracting status.

Provider -- a person licensed to practice de en and where services are performed. A Provider shall also include
a dental partnership, dental professional ¢ tion or dental clinic.

Qualifying Status Change -- a chan Y
e legal marital status (marriage, , legal separation, annulment or death);

e number of dependents (a chi irth, adoption of a child, placement of child for adoption, addition of a step or
foster child or death of a ;

employment status (change$ employment status of Enrollee, spouse or dependent child);

dependent child cea satisfy eligibility requirements (limiting age, student status or marital status);
residence (Enrolle ndent spouse or child moves);

a court order \nY dependent coverage; or

any other‘cu future election changes permitted by IRC Section 125.

Single Proce%\—— a dental procedure that is assigned a separate CDT® number.
Su%@ -- the amount that the Provider bills and enters on a claim for a specific procedure.

[Table AIIowances\ \[DlZ]—— the list of covered dental services showing the Procedure Code and the maximum
amount paid by for each covered Single Procedure. The Table of Allowances is attached as Appendix B.]

ARTICLE 2
ELIGIBILITY AND ENROLLMENT

Reporting
On or before the Effective \[D13]Date, Contractholder will furnish to Delta Dental, in writing or in electronic media
format agreed by Delta Dental and the Contractholder, a listing of eligible Primary Enrollees and Dependent Enrollees.
The listing shall include but not be limited to the:

e Primary Enrollees and Dependent Enrollees: names, Enrollee 1D numbers, dates of hire, Effective Date of

coverage, dates of birth, addresses and gender
e Dependent Enrollees dependent status; and
e Primary Enrollees location, if applicable.

G-SLE-C-AR-09 4 XXXXX



2.02

The eligibility list shall include all active employees unless the employee waives coverage or the Eligible Employee
enrolls in an alternate dental plan offered by Contractholder. [The eligibility list may also include retired employees and
surviving spouses of employees.]

Thereafter, before the ‘10”“[d 14] of each month, Contractholder must furnish to Delta Dental in the format agreed to
above, a listing indicating specific additions, changes or terminations made during the prior month.] An Enrollee
remains enrolled until the Contractholder notifies Delta Dental of the termination. If the Primary Enrollee loses
coverage or makes any change that affects an Enrollee’s eligibility, Contractholder must promptly notify Delta Dental of
such change.

ﬂlﬁ[dlS] the Contractholder will report eligibility through Delta Dental’s web site, on or before the Effective Date,
Contractholder will furnish Delta Dental with an initial report of eligible Primary Enrollees by transmitting all of the
Enrollee information as requested by the eligibility update section of the web site. Once Contractholder transmits the
Enrollee information through Delta Dental’s web site, the information for each Enrollee shall remain effective from the
Effective Date of the information until the earlier of the termination of the Enrollee’s coverage or the expiration of a
Contract Term. An Enrollee remains enrolled until the Contractholder notifies Delta Dental of the termipetion. If the
Primary Enrollee loses coverage or makes any change that affects an Enrollee’s eligibility, Contracth %st
promptly transmit such change via the web site. Contractholder may only use the electronic mail I%
iofsh

accompanying form Delta Dental provides for changes listed on the form. Such revised informa I remain
effective until the earlier of the termination of the Enrollee’s coverage or the next renewal upda e Contractholder.
For renewal of the Contract Term, Contractholder must review and update as necessary all information.

Contractholder agrees to install and implement any desktop upgrades and/or configuratio
continue to update Eligibility information. Contractholder agrees to comply with Delta
as posted on the Delta Dental web site when accessing or updating information on t ta Dental web site.

Contractholder is responsible for: (1) maintaining the confidentiality of any pass r other information required to
access the Delta Dental web site information; (2) the accuracy of all inform?'C)ﬂ ontractholder provides to Delta

s necessary to
policies and requirements

Dental through its web site, and; (3) any Contractholder delays in submittinglinfogmation to Delta Dental through its
web site.]

Contractholder will notify Delta Dental in writing or in electronic m%y requests for Premium adjustments for
Enrollees who should have been terminated in the event Delta Den ot previously notified of the termination(s).
Retroactivity will be adjusted to the immediately preceding 3 mo us the current billing month.

Delta Dental will not make any payment for services providag to an Enrollee who is not reported to Delta Dental as an
Enrollee under this Contract when the service is provided.% Delta Dental may not pay Benefits for an Enrollee if
Premiums are not paid for the month in which dental s are rendered. Delta Dental shall not be obligated to
recover claims paid to a Provider as a result of Co er’s retroactive eligibility adjustments. The Contractholder
agrees to reimburse Delta Dental for any erroneo payments made by Delta Dental as a result of incorrect
eligibility reporting by the Contractholder. @

Dependent Enrollees are correct and to compliance with Article 3. Delta Dental will give Contractholder written

notice within a reasonable time be?@ dit date.

Contractholder will permit Delta Dental ta udif Contractholder’s records to check whether the lists of Primary and

2.03 Eligible Employees[D16]

2.04

Eligible Employees are full-t loyees as indicated on the attached Application. Eligible Employees will become
eligible to receive Benefits on tfe date stated on the attached Application after completing any eligibility periods

required by the Contr@r as stated in the attached Application.

Eligible Dependeng

Eligible Depend n Eligible Employee are:

e Lawful m@ Domestic Partner named in Contractholder’s Affidavit of Domestic Partnershi 1\[D17].

e An unmdrridg”child from birth ﬂ[to their/end of month of 19th birthday or 25" birthday]\[DJ 8] if a full-time
studepty accredited school. Proof of full-time student status must be given to Delta Dental within 60 days when
re % “Children” include natural children, step-children, adopted children, [children of the domestic

en[D19]], foster children and children for which the employee has been appointed legal guardian. The child
must be dependent on the Eligible Person for support. Newborn infants are eligible from the moment of birth.
Adopted children are eligible from the date of placement for adoption or final decree of adoption, whichever occurs
first. [However, [D20]the Primary Enrollee may delay coverage for young children, under the age of four (4), until
the beginning of any [Contracd/CaIendaﬁ[DZl]] Year immediately following said child’s fourth birthday. For
coverage to begin on such young children, the eligibility notice and additional Premium payment must be received
within 31 days of the beginning of the [Contrac Calendaﬁ[DZZ]] Year immediately following said child’s fourth
birthday.]

e Anunmarried child 19 years or older may continue to be eligible as a dependent if the child is not self-supporting
because of mental incapacity or physical handicap that began before age 19 and the child is mostly dependent on
the Eligible Person for support and maintenance. Proof will not be required more than once a year after the child is
21.

Dependents serving active military duty are not eligible.
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2.05 Enrollment of Eligible Employees and Eligible Dependents

2.06

2.07

2.08

e [If[D23] Contractholder pays the entire cost of coverage for all Primary Enrollees [and Dependents
Enrollees[D24]], all Eligible Employees ﬂand Eligible Dependents\[DZS]] are automatically covered under the plan.]
[If the Primary Enrollee must contribute any portion of the cost of coverage, then Eligible Employees must enroll to
be covered under the plan. Enrollment must be within 31 days after first becoming eligible or during an Open
Enrollment Period. If coverage is dropped other than during an Open Enrollment Period or because of a Qualifying
Status Change, the Primary Enrollee may not re-enroll except during an Open Enrollment PeriodH[D26]]

[If the Primary Enrollee must contribute any portion of the cost of coverage, then Eligible Employees must enroll to
be covered under the plan. Enrollment must be within 31 days after first becoming eligible or during an Open
Enrollment Period. Coverage cannot be dropped or changed other than during an Open Enrollment Period or
because of a Qualifying Status Change\[DZ?].]

e [If the Primary Enrollee is paying all or a portion of the cost for coverage for Dependent Enrollees in the manner

elected by the Contractholder and approved by Delta Dental, then Eligible Dependents must be enrolled within 31
days after the date becoming eligible or during the Open Enrollment Period. If Dependent Enrollees coverage is
dropped other than during an Open Enrollment Period or because of a Qualifying Status Change, th rmer
Dependents-Enrollees may not be re-enrolled at any time, unless there is a court order requiring c&' nt
coverage[D28].]
[If the Primary Enrollee is paying all or a portion of the cost for coverage for Dependent Enr
elected by the Contractholder and approved by Delta Dental, then Eligible Dependents mu
days after the date becoming eligible or during an Open Enrollment Period. Coverage
time other than during an Open Enrollment Period or if there is a Qualifying Status C
[If the Primary Enrollee is paying all of the cost for Dependent Enrollees’ covera
Contractholder and approved by Delta Dental, then Eligible Dependents must b
date becoming eligible or during the Open Enrollment Period. However, the g
under the age of four (4), may be delayed until the beginning of any [Co endar[D30]] Year including the
[Contract/ Calendad[D:%l]] Year immediately following said child’s fm{th ba’ thday. Coverage may not be changed
at any time other than during an Open Enrollment Period or if there is a ing StatusTChangéT d32].

e [If both spouses are Eligible Employees, one may enroll as a De@mrollee of the other. Dependent children

the manner

rolled within 31

e changed at any
29].]

manner elected by the

d within 31 days after the

ility date for young children,

may enroll as Dependent Enrollees of only one Primary Enrollg y
[If both spouses are Eligible Employees, one may enroll as a t Enrollee of the other. Dependent children
may enroll as Dependent Enrollees of one or both Primary Egcoll®e[D34]s.
[If both spouses are Eligible Employees, one may not enro Dependent Enrollee of the other. Dependent
children may enroll as Dependent Enrollees of only ong2rimary Enrollee[D35].
[If both spouses are Eligible Employees, one may not@l as a Dependent Enrollee of the other. Dependent
children may enroll as Dependent Enrollees of gn h Primary Enrolleeh\[D36].]

e All Eligible Dependents [not covered under a \ up \plan\[DB?]] must be enrolled as Dependent Enrollees if
dependent coverage is elected.

e A child who is eligible as a Primary Enrolle a dependent can be insured under this Contract as a Primary
Enrollee or a Dependent Enrollee but n t the same time.

Late Entrant Provision
[A Late Entrant is an Eligible Em /or his/her Eligible Dependents who do not enroll for coverage under this
Contract within [31] days of the d eligible, but later become covered. A Late Entrant  may also include a

person who requests coverage fofhinw¥herself and/or his/her Eligible Dependents which was terminated while he/she
Zmained eligible for covera er'this Contract. Benefits for Late Entrants are reduced as shown on Appendix
[d38].]

[Except for an emplo nt from work due to a leave of absence ﬂapproved by the Contractholder 0d[D39]]
governed by the “ Medical Leave Act of 1993” (P.L. 103.3), an Enrollee will not be covered for any dental
Primary Enrollee is on strike, lay-off or leave of absence. Contractholder must inform Delta

services receive
Dental of any‘& in eligibility as required under section 2.01.

Benefits f; Primary Enrollee and his/her Eligible Dependents will resume as follows:

o |If e is reactivated in the same [Contracﬁ/CaIendaﬁ[D40]] Year, Deductibles and maximums will resume as if
rimary Enrollee were never gone.

e |fcoverage is reactivated in a different [Contracd/CaIendad[D41]] Year, new Deductibles and maximums will apply.

[Coverage will resume the first day of the month after the Primary Enrollee returns to work, provided the Contractholder
submits the request to Delta Dental that coverage be reactivated[D42].

[Coverage will resume the date the Primary Enrollee returns to work, provided the Contractholder submits the request to
Delta Dental that coverage be reactivated[D43] ]

If an employee is rehired within the same [ContracdlCaIendaﬁ[D44]] Year, Deductibles and maximums will resume as if
the Primary Enrollee was never gone[d45].]

[A Primary Enrollee loses coverage on the last day of the month [of employment /he is no longer an Eligible Member of
the Contractholder/he stops paying the required Premiums for coverage[d46]] or on the day this Contract is terminated.
Dependent Enrollees lose coverage along with the Primary Enrollee or dependent status isTI,osd[D47].]
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[A Primary Enrollee loses coverage on the day [of termination of employment/he is no longer an Eligible Member of the
Contractholder/he stops paying the required Premiums for coverage[d48]] or on the day this Contract is terminated.
Dependent Enrollees lose coverage along with the Primary Enrollee or dependent status is \Iosd[D49].]

Termination of Benefits on Loss of Eligibility

Delta Dental will not pay for Benefits for any services received by a person who is not an Enrollee at the time of
treatment except for covered services incurred when the person was covered if such procedure is completed within 31
days of the date coverage ends. A dental service is incurred as follows:

o for an appliance (or change to an appliance), at the time the impression is made;

o for acrown, bridge or cast restoration, at the time the tooth or teeth are prepared;

o for root canal therapy, at the time the pulp chamber is opened; and

o for all other dental services, at the time the service is performed or the supply furnished.

2.09 [Continued Coverage Under USERRA
As required under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA), if a Primary
Enrollee is covered by this Contract on the date his or her USERRA leave of absence begins, the Primar rollee may
continue dental coverage for himself or herself and any covered dependents. Continuation of coverag&@ USERRA
may not extend beyond the earlier of: 24 months beginning on the date the leave of absence begins ate the
Primary Enrollee fails to return to work within the time required by USERRA. For USERRA le at*extends beyond
31 days, the Premium for continuation of coverage will be the same as for COBRA coveragd[d%

2.10 [Continuation of Coverage Under COBRA
When the Eligible Employees of a Contractholder are covered under COBRA (the Con
Reconciliation Act of 1985), then in consideration of the payments specified in Arti
the Benefits to Enrollees who elect continued coverage pursuant to this section, prasided:
e Continuation of coverage is required to be offered under COBRA;
e The Enrollee requests the continuation within the time frame allowed, ‘ )
e The Contractholder notifies Delta Dental that the Enrollee has elected to nue coverage under COBRA,;
e Delta Dental receives the required Premium for the continued cov@

f the Contrac

ed Omnibus Budget
Ita Dental agrees to provide

e This Contract stays in force.
Delta Dental does not assume any of the obligations required by C!

holder or any employer
(including the obligation to notify potential beneficiaries of their { /3

t&or options under COBRA[d51]).]

2.11 [Multiple Plan Options [D52]
This Contract is entered into with the understanding th@ Employees of the Contractholder have a choice

between dental coverage under this Delta Dental plapn or more alternate programs. Eligible Employees may

exercise that choice as follows:

e All Eligible Employees that enroll will be en Primary Enrollees under the Delta Dental plan unless they
elect an alternate plan.

e  Except for new employees, enrollment iled with Contractholder only during the Open Enrollment Period.

e New employees may enroll within 3 employment which will be effective until the next Open Enroliment
Period.]

2.12 [Parallel Enrollment [D53] x

Eligible Employees and Eligibl dents who enroll in the Contractholder’s medical plan are required to enroll
under this dental plan. Eligi% or coverage under this dental plan begins on the date eligibility under the medical
plan begins provided that the Eligible Employee has met the eligibility period requirements shown in Appendix A.]
2.13 [Flexible Dual Choice 4]
This Contract is en into with the understanding that Eligible Employees of the Contractholder have a choice
between dental ¢ under this Delta Dental plan and Delta Dental’s prepaid dental plan (DeltaCare® USA). The
Primary Enrolf is/her covered dependents may move from this PPO plan to the DeltaCare USA plan or from the
DeltaCare U to this PPO plan on a monthly basis. The Primary Enrollee and his/her covered dependents will

only be,c nder one plan at a time. Dental plan changes will be effective the first day of the following month. The
Benefit§, Litn/tations and Exclusions listed in this booklet apply when the Enrollee is covered under the PPO plan.]

ARTICLE 3
MONTHLY PREMIUMS

3.01 Contractholder will remit the monthly Premium in the amount and manner shown in Appendix A for all Primary
Enrollees and Dependent Enrollees.

[Contractholder will remit a full month’s Premium for Enrollees whose coverage is effective on the first (1st) through
the 15th calendar day of a month. Premiums are not due to Delta Dental for Enrollees who are enrolled on the 16th
through the last day of a month.

Contractholder will remit a full month’s Premium for Enrollees whose coverage is terminated on the 16th through the
last calendar day of a respective month. Premiums are not due to Delta Dental for Enrollees whose enrollment is
terminated on the first (1st) through the 15th day of a month.]\[D55]
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3.02

3.03

3.04

3.05

ﬂThis Contract will not be in effect until Delta Dental receives the first month’s Premiums. Subsequent Premiums will
be paid by the first day of each month. For each Premium after the first, a grace period of 31 days from the due date
will be allowed for the payment of the Premium. This Contract will continue in force during this period; if the Premium
remains unpaid at the end of the grace period, this Contract may be terminated by Delta Dental in accordance with the
notice requirements of Section 8.01 Any payment received after 90 days of the due date shall be subject to interest equal
to one percentage point above the current three (3) month U.S. Treasury Bill rate.[D56]]

[Contractholdeﬁ[dS?] will pay all Premiums, including the first month’s Premium, to Delta Dental within ﬂ6d[D58]]
days following the first calendar day of the applicable month of coverage. This [60]\[d59] day period includes a 31 day
grace period. This Contract will continue in force during this period. However, if the Premium remains unpaid at the
end of this period, Delta Dental may terminate this Contract in accordance with the notice requirements of Section 8.01.
Any payment received after 90 days of the due date shall be subject to interest equal to one percentage point above the
current three (3) month U.S. Treasury Bill rate.]

If this Contract is terminated before the end of a Contract Term, Contractholder will pay additi charges in
accordance with Article 8.

Delta Dental will not be responsible or liable for any incorrect, incomplete, obsolete or unread ata or information
supplied to Delta Dental including, but not limited to, eligibility and enrollment information.

Delta Dental may change the rate of monthly Premium whenever the Contract is amendedd{aswgtated in Article 3.06,]
[D60]or whenever the Contractholder requests a change in Benefits. Any change in Prgfiuta shall not be effective
during a Contract Term unless Contractholder and Delta Dental agree in writing, [ex rovided in Articles 3.06
and 3.07].[D61]

3.06 [D62] Premiums are based on the number of covered employees at the begirﬁgy;each Contract Term. If the

3.07

4.01

4.02

4.03

Contractholder reports a ﬂlS\[D63]] percent addition or reduction in the num covered Primary Enrollees for three
(3) months in a row, Delta Dental may propose a choice of changes in iums or Benefits to remedy the increase in
cost per person which may result from the difference in the numbegq@ed employees. Within 31 days,
Contractholder will select one of the choices by written notice to D tal. If Contractholder fails to do so, Delta
Dental may select one of the choices by written notice to Contra . This Contract will be modified for all dental
services predetermined and paid after notice.

If during the Contract Term any new or increased tax is i sed on the amounts payable to Delta Dental under this
Contract, the amount stated in Appendix A will be incr y the amount of any such new or increased taxes.

LE 4
BENEFITS, LIMIT: S AND EXCLUSIONS[D64]
Subject to the limitations and exclusions i Contract, Delta Dental will pay the Benefits stated for each type of
dental service described below when pr by a Provider and when necessary and customary under generally

standard processing policies. The ng policies may be revised from time to time; therefore, Delta Dental shall use
the processing policies that are i at the time the claim is processed. Delta Dental may use dentists (dental
consultants) to review treatm , diagnostic materials and/or prescribed treatments to determine generally accepted
dental practices. Limitations an&Exclusions will be applied for the period the person is an Enrollee under any Delta
Dental program or pri*@lﬂcare program provided by the Contractholder subject to receipt of such information from

accepted dental practice standards ;n able Benefits. Claims shall be processed in accordance with Delta Dental’s
t

the Contractholder or a e a claim is submitted. Additional eligibility periods, if any, for specific services are
shown in Appendi Enrollee receives dental services from a Provider outside the state of Arkansas, the Provider
will be reimbgrs% ding to Delta Dental’s network payment provisions for said state according to the terms of this
Contract. \

If a pri al procedure includes component procedures that are performed at the same time as the primary
procedtye, (he’component procedures are considered to be part of the primary procedure for purposes of determining the
ben®fit oayable under this Contract. If the Provider bills separately for the primary procedure and each of its component

parts, thé'total benefit payable for all related charges will be limited to the maximum benefit payable for the primary
procedure.

No change in Benefits will become effective during a Contract Term unless Contractholder and Delta Dental agree in
writing.

Enrollee Coinsurance

Delta Dental’s provision of Benefits is limited to the applicable portion of Provider’s fees or allowances specified [in
Appendix Aﬁbelo [d65]]. The Enrollee is responsible for paying the balance of any fees or allowances known as the
“Enrollee Coinsurance”. Contractholder has chosen to require Enrollee Coinsurances under this program as a method of
sharing the costs of providing dental Benefits between Contractholder and Enrollees. If the Provider discounts, waives
or rebates any portion of the Enrollee Coinsurance to the Enrollee, Delta Dental will be obligated to provide as Benefits
only the applicable percentages of the Provider’s fees or allowances reduced by the amount of such fees or allowances
that are discounted, waived or rebated.
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4.04 Benefits
[Delta Dental will pay or otherwise discharge the Contract Benefit Level shown in Appendix A of the Maximum
Contract Allowance for the following services[d66]:]
e Diagnostic and Preventive Benefits
(1) Diagnostic: procedures to aid the Provider in determining required dental treatment.

(2) Preventive cleaning (periodontal cleaning in the presence of inflamed gums is considered
to be a Basic Benefit[D67] for payment purposes), topical application of
fluoride solutions, space maintainers.

(3) [Sealants: topically applied acrylic, plastic or composite material used to seal
developmental grooves and pits in permanent molars for the purpose of
preventing decay[D68].]

e Basic Benefits

(1) [Oral Surgery: extractions and other surgical procedures (including pre-and post-op@ve
care[D69]).]
(2) General Anesthesia or  when administered by a Provider for covered oral surgery or s@d
IV Sedation endodontic and periodontal surgical procedures.
(3) [Endodontics: treatment of diseases and injuries of the tooth \pulp\[D?
(4) [Periodontics: treatment of gums and bones supporting heeth\[D?l
(5) Palliative: emergency treatment to relieve pain.

developmental grooves and pits in permiinentgmolars for the purpose of
preventing decay[D72].]

(7) [Restorative: amalgam, synthetic porcelain an@ restorations (fillings) and prefabricated

(6) [Sealants: topically applied acrylic, plastic or comp@@rials used to seal

stainless steel restorations for tf t of carious lesions (visible destruction of

hard tooth structure resulting fg e process of \deca;d[D?S]).]

(8) [Denture Repairs: repair to partial or co dentures, including rebase procedures and

relining[D74] ] Q
e Major Benefits 8

(1) [Oral Surgery: extractions an other surgical procedures (including pre-and post-
operative car; ]

(2) [Endodontics: treatmen ases and injuries of the tooth \pulp\[D?G].]

(3) [Periodontics: treat gums and bones supporting heeth\[D??].]

(4) [Crownsand tg@ t of carious lesions (visible decay of the hard tooth structure) when

Inlays/Onlays: annot be restored with amalgam, synthetic porcelain or plastic

torations[D78] ]

(5) [Prosthodontics: \ procedures for construction of fixed bridges, partial or complete dentures and
the repair of fixed bridges; [implant surgical placement and removal; and for

\@ implant suEported prosthetics, including  implant  repair  and

recementation[D79].]
ﬂOrthodqn%;efitsJ[DSO]
Procedur rmed by a Provider using appliances to treat malocclusion of teeth and/or jaws which significantly
interf ith their function.]

. % omandibular Joint Dysfunction (TMJ) Benefits[D81]
oral services provided by a licensed Provider, when necessary and customary according to the standards of
generally accepted dental practice, for treatment of acute dental symptoms associated with myofacial pain
dysfunction or malfunction of the temporomandibular (jaw) joint (TMJ).]

e [Implant Benefits[D82]
Procedures performed by a Provider for endodontic endosseous, endosteal, eposteal and transosteal implants;
implant connecting bars and implant repairs. Implants are defined as prosthetic appliances placed into or on the
bone of the maxilla or mandible (upper or lower jaw) to retain or support dental prosthesis.]

e [Dental Accident Benefits
An injury to the mouth or structures within the oral cavity which is caused by an external traumatic force. It does
not include damage to the teeth which is the result of biting into food or other substances. Procedures shall include
but are not limited to reimplantation, splinting and \stayplatd[dSS].]
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4.05

Note on additional Benefits during pregnancy - When an Enrollee is pregnant, Delta Dental will pay for additional
services to help improve the oral health of the Enrollee during the pregnancy. The additional services each [12 month
period, Calendar Year, Contract Year[D84]] while the Enrollee is covered under this Contract include: one (1)
additional oral exam and either one (1) additional routine cleaning; one (1) additional periodontal scaling and root
planing per quadrant; or one (1) additional periodontal maintenance procedure. Written confirmation of the pregnancy
must be provided by the Enrollee or her Provider when the claim is submitted.

Limitations on All Benefits - Optional Services

Services that are more expensive than the form of treatment customarily provided under accepted dental practice
standards are called “Optional Services”. Optional Services also include the use of specialized techniques instead of
standard procedures. For example:

e acrown where a filling would restore the tooth; or

a precision denture/partial where a standard denture/partial could be used; or

an inlay/onlay instead of an amalgam restoration; or

porcelain, resin or similar materials for crowns placed on a maxillary second or third molar, or on any mandibular
molar (an allowance will be made for a porcelain fused to high noble metal crown) E; or/.iT[d85

\[a composite restoration instead of an amalgam restoration on posterior teeth.]\[D86] 5@

If an Enrollee receives Optional Services, Benefits will be based on the lower cost of the custom ervice or standard
practice instead of the higher cost of the Optional Service. The Enrollee will be responsible for

the higher cost of the Optional Service and the lower cost of the customary service or stand

4.06 Limitations

e Limitations on Diagnostic and Preventive Benefits: ,&
(1) Delta Dental will pay for routine oral examinations (including any office y#gits, for observation and specialist
consultations, or combination thereof), cleanings (including periodop#tel @ings in the presence of inflamed
gums or any combination thereof) and topical application of fluoric@tlons no more than [twice in any 12
month|[D87]]. Note that periodontal cleanings are covered as a [Ba: nefit] \[d88]and routine cleanings are
covered as a Diagnostic and Preventive Benefit. See note on %nal Benefits during pregnancy.

(2) Specialist consultations are only a Benefit when an opiniop \'v e is requested by a general dentist and the

treatment is not performed by the specialist.
(3) X-ray limitations:

a) Delta Dental will limit the total reimbursable am he Provider’s Accepted Fee for a complete
intraoral series when the fees for any combinatign of intraoral x-rays in a single treatment series meet or
exceed the Accepted Fee for a complete intr%eries.

b) When a panoramic film is submitted with mental film(s), Delta Dental will limit the total
reimbursable amount to the Provider’ ed Fee for a complete intraoral series.

c) If a panoramic film is taken in conj ith an intraoral complete series, Delta Dental considers the
panoramic film to be included in t plete series.

d) A complete intraoral series an ic film by the same Provider/Provider office are each limited to
once every [five (5;[d89]]

e) Bitewing Xx-rays [d90]are li
under 18 and [one (L)ti

to [two (2) times in any 12 month period] when provided to Enrollees

h 12 months] for Enrollees age 18 and over. Bitewings are not a Benefit
within six (6) month traoral complete series unless warranted by special circumstances such as
active periodontal or rampant caries.

(4) [Topical applicationx‘rI oride solutions is limited to Enrollees to age \1J[D91]].

(5) Space maintainers are Iwnited to the initial appliance and are a benefit for an Enrollee under age ﬂ14\[D92]]. For

enrollees ages 1 15, an allowance for a space maintainer will be considered until a fixed bridge or
removable part ture can be placed.
(6) Cephalo ays, oral/facial photographic images (once per case) and diagnostic casts (once per case) are

benefits conjunction with orthodontic services and only when orthodontic services are a covered
Benéfi
@ Seaﬁp e limited as follows:[D93]
\ ermanent first molars through age [eight (8)] and to permanent second molars through age [15] if they
e without caries (decay) or restorations on the occlusal surface.
) do not include repair or replacement of a sealant on any tooth within [two (2)] years of its
application.][D94]

e Limitations on Basic Benefits

[(1) Sealants are limited as follows:[D95]

a) to permanent first molars through age [eight (8)] and to permanent second molars through age [15] if they
are without caries (decay) or restorations on the occlusal surface.

b) do not include repair or replacement of a sealant on any tooth within [two (2)] years of its
‘applicationﬁd% ]

(2) Delta Dental will not pay to replace an amalgam, synthetic porcelain or plastic restorations (fillings) or
prefabricated resin and stainless steel crowns within Ij24 month#[DQ?]] of treatment if the service is provided
by the same Provider/Provider Office.

(3) Delta Dental limits payment for prefabricated resin and stainless steel crowns under this section to services on
baby (deciduous) teeth. However, after a consultant’s review, Delta Dental may allow stainless steel crowns
on permanent teeth as a ‘[Major Benefit.]F[DJS98]
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(4) [Retreatment of root canal therapy within 24 months of the initial procedure is not a Benefit when performed
by the same Provider/ProviderT(l)fficd[d99].]

(5) [Benefits for periodontal scaling and root planing in the same quadrant are limited to once in every 24-month
period. Periodontal surgery in the same quadrant is limited to once in every 36-month period and includes any
surgical re-entry or scaling and root planing. See note on additional Benefits duringﬁpregnancﬁ[leO].]

e Limitations on Major Benefits

(1) Crowns and inlays/onlays are covered not more often than once in any five (5) year period\[DlOl] except when
Delta Dental determines the existing crown or inlay/onlay is not satisfactory and cannot be made satisfactory
because the tooth involved has experienced extensive loss or changes to tooth structure or supporting tissues.

(2) Prosthodontic appliances [and/or \implanti[leZ]] that were provided under any Delta Dental program will be
replaced only after five (5) years[D103] have passed, except when Delta Dental determines that there is such
extensive loss of remaining teeth or change in supporting tissue that the existing fixed bridge orgenture cannot
be made satisfactory. Replacement of a prosthodontic appliance and/or implant supported p not
provided under a Delta Dental program will be made if Delta Dental determines it is unsati y and cannot
be made satisfactory. [Diagnostic and treatment facilitating aids for implants are consid rt of, and
included in, the fees for the definitive treatment. Delta Dental will not pay for bone gr rovided with
implants on the same day of service. Delta Dental’s payment for implant remova"@ to one (1) for each

implant during the Enrollee’s lifetime whether provided under Delta Dental or a ef’ dental care plan.]
(3) When a posterior fixed bridge and a removable partial denture are placed in thg arch in the same
treatment episode, only the partial denture will be a Benefit.
(4) Recementation of crowns, inlays/onlays or bridges is not a Benefit when gegi%
Provider/Provider office within six (6) months of the initial placem Six

ed by the same

(6) months, payment will be
limited to one (1) recementation.

(5) [The initial installation of a prosthodontic appliance [and/or implan S104] is not a Benefit unless the
prosthodontic applianceﬂ[and/or implant]f[D S105], bridge ture is made necessary by natural,
permanent teeth extraction occurring during a time the En;dK' [d106] ] [under a Delta Dental program /
or Contractholder’s prior \plan\[DlO?]] \)

(6) Delta Dental limits payment for dentures to a standard r denture (Enrollee Coinsurances apply). A
standard denture means a removable appliance to repl sing natural, permanent teeth that is made from
acceptable materials by conventional means and Wes outine post delivery care and rebase (including

0
2

relining and any adjustments) for the first six (6 s after placement.

a) Denture rebase is limited to one (1) peg ar 4 month period.

b) Denture relines and tissue conditioni ited to two (2) per arch in a 12 month period. Tissue
conditioning provided on the same nture is delivered or a reline or rebase has been performed is
not a Benefit.

[(7) Delta Dental will not pay for impla icial teeth implanted into or on bone or gums), their removal or
other associated procedures, but ental will credit the cost of a crown or standard complete or partial
enture toward the cost of the i t associated appliance, i.e., the implant supported crown or

d
denture[d108].] O
o [Limitations on Orthodo s%1efits[DlO9]

(1) The maximum amo@le for each Enrollee during the [Enrollee’s lifetime/Calendar/Contract
Year[d110]] as showrNin Appendix A.
(2) Orthodontic ge will be provided in two (2) payments after the person becomes covered[d111], (the initial

payment at th ng date and the second in 12 months); however, for treatment plans of less than $500 or
when the @ t plan is 12 months of less, one (1) payment will be made.

(3) Benefit 3@t paid to repair or replace any orthodontic appliance received under this program.
4) Bene‘f%ot paid or orthodontic retreatment procedures.
(5) Nonfo ontic procedures performed for the purpose of orthodontic treatment are subject to the orthodontic
t Benefit Level and maximum if covered as Benefits under Delta Dental’s standard processing policies.
Q dontic Benefits are limited to dependent child Enrollees [D112]under the age of 19 or [25 if full-time
tudent]].

e [Limitations on TMJ Benefits{[D113]

(1) TMJ Benefits are subject to all the Limitations, Exclusions and other terms and conditions in this Contract.

(2) Delta Dental will not pay for the repair or replacement of any appliance furnished in whole or in part under this
or any other health program which provides TMJ Benefits.

(3) Benefits are limited to those intra-oral services which would normally be provided by a licensed Provider in
relief of oral symptoms associated with TMJ and will not include those services which would normally be
provided under medical care including, but not limited to, psychotherapy, special joint exams and x-rays, joint
surgery and medications.

(4) Fixed appliances and restorations are excluded. Diagnostic procedures not otherwise covered under this
program are excluded.

(5) Any procedure paid under any other category of Benefits by this Contract is not covered as a TMJ Benefit.]

. \[Limitations on Implant Benefits:\[Dll4]
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(1) Implant Benefits are subject to all the Limitations, Exclusions and other terms and conditions in this Contract.
Diagnostic and treatment facilitating aids are considered a part of, and included in, the fees for the definitive
treatment.

(2) Delta Dental will not pay to replace any implant that the Enrollee received in the previous five (5) years.

(3) Delta Dental will not pay for bone grafts provided with implants on the same day of service.

(4) Delta Dental’s payment for implant removal is limited to one (1) for each implant during the Enrollee’s
lifetime whether provided under Delta Dental or any other dental care plan.

(5) Prosthodontic devices and procedures associated with, but not included within the definition of “Implants” are
not subject to the Implant Maximum.]

[Limitations on Dental Accident Benefits:[D115]

(1) The dental accident must occur while the Enrollee is covered under this Contract.

(2) Services and procedures must be provided within 180 days following the dental accident and while the
Enrollee is covered under this Contract.]

4.07 Exclusions
Delta Dental does not pay Benefits for:

treatment of injuries or illness covered by workers” compensation or employers’ liability Ia@gces received
without cost from any federal, state or local agency, unless this exclusion is prohibite(@

cosmetic surgery or procedures for purely cosmetic reasons. @

maxillofacial prosthetics.

services for congenital (hereditary) or developmental (following birth) rhalfogmations, including but not limited to

cleft palate, upper and lower jaw malformations, enamel hypoplasia (lac evelopment), fluorosis (a type of
discoloration of the teeth) and anodontia (congenitally missing teathysexcept those services provided to newborn
children for medically diagnosed congenital defects or birth aln itfes.

treatment to restore tooth structure lost from wear, erosion, \r&sion; treatment to rebuild or maintain chewing
surfaces due to teeth out of alignment or occlusion; or trea o stabilize teeth. Examples include but are not
limited to: equilibration, periodontal splinting, occlusaladjustments or occlusal guards.

any Single Procedure started prior to the date the became eligible for services under this program.

prescribed drugs, medication, pain killers, a ial agents, or experimental procedures.

charges for anesthesia, other than gener
connection with covered oral surgery

esia and IV sedation administered by a licensed Provider in
ted endodontic and periodontal surgical procedures.

extraoral grafts (grafting of tlx out5|de the mouth to oral tissues).
porcelain and porcelain fus etal crowns for Enrollees under age 12.
fixed bridges and removab artlals for enrollees under age 16.

interim implants. \@

resin-based i d onlays.
*

overden&(&

ch g@? any hospital or other surgical or treatment facility and any additional fees charged by the Provider for
ent in any such facility.

treatment by someone other than a Provider or a person who by law may work under a Provider’s direct
supervision.

charges incurred for oral hygiene instruction, a plaque control program, preventive control programs including
home care times, dietary instruction, x-ray duplications, cancer screening, tobacco counseling or broken
appointments.

dental practice administrative services including but not limited to, preparation of claims, any non-treatment
phase of dentistry such as provision of an antiseptic environment, sterilization of equipment or infection control,
or any ancillary materials used during the routine course of providing treatment such as cotton swabs, gauze, bibs,
masks or relaxation techniques such as music.

services or supplies covered by any other health plan of the Contractholder.
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5.01

5.02

5.03

e treatment rendered by a person who ordinarily resides in your household or who is related to you (or to your
spouse) by blood, marriage or legal adoption.

e procedures having a questionable prognosis based on a dental consultant’s professional review of the submitted
documentation.

e [the initial placement of any prosthodontic appliance [or \implants\[D116]], unless such placement is needed to
replace one or more natural, permanent teeth extracted while the Enrollee is covered under this Contract or was
covered under [any dental care program with Delta Dental / the Contractholder’s prior dental plan[D117]]. The
extraction of a third molar (wisdom tooth) will not qualify under the above. Any such denture or fixed bridge
must include the replacement of the extracted tooth or keeth\[D118].]

e services for orthodontic treatment (treatment of malocclusion of teeth and/or jaws) except as provided under the
Orthodontic Benefit section, if applicable.

e procedures performed for the purpose of orthodontic treatment except as provided under Orthod@nefits, if
applicable.

e services for any disturbance of the temporomandibular (jaw) joints or associated musculatu@%s and other
tissues (TMJ) except as provided under the TMJ Benefit section, if applicable.

. ﬂservice#[d119] for implants (prosthetic appliances placed into or on the bone of t er or lower jaw to retain
or support dental prosthesis), their removal or other associated procedures.]

e [services not included on the Table of Allowances[d120].]
e [services or supplies for oral surgery, general anesthesia or IV sedation, idtive treatment, or ﬁealantd[DlZl].]

e [services or supplies for endodontic kreatmend[DlZZ] (procedu;e‘@woval of the nerve of the tooth and the
treatment of the pulp cavity portion of the root of the tooth).] \

e [services or supplies for periodontic treatment (procedures treatment of the gums and the bones supporting
eeth[D123]).]

e [services or supplies for restorative treatment (am ,Qynthetic porcelain, plastic restorations (fillings) and

prefabricated stainless steel restorations for tr f carious lesions (visible destruction of hard tooth structure
resulting from the process of decay).][D124b
0

e [services or supplies for denture repairs
relining).[D125]

e [services or supplies for crow@hys/onlays for treatment of carious lesions (visible decay of the hard tooth
ed

partial or complete dentures including rebase procedures and

structure) when teeth cannot b with amalgam, synthetic porcelain, plastic \restorations.] \[D126]

e [services or supplies for odontic benefits (procedures for construction of fixed bridges, partial or completed
dentures and the repair of fi%ed bridges).\[D127]

\c ARTICLE 5
TIBLE, MAXIMUM AND COORDINATION OF BENEFITS

Deductible *

[As shown o@ ndix A, Delta Dental will not pay Benefits for the Deductible amount of the Maximum Contract
Allowanc, rvices received each [Contracd/CaIendad[DlZS]] Year by an Enrollee. The annual maximum

Deduc @family, if any, is shown in Appendix A. Only fees an Enrollee pays for services that are described under
Ar will count toward the Deductible[D129].]

[Delta Dental will not pay Benefits for the Deductible amount shown in Appendix A of the Maximum Contract
Allowance for services received until the lifetime Deductible has been satisfied by the Enrollee while covered under a
Delta Dental plan. Only fees an Enrollee pays for services that are described under Article 4 will count toward the
Deductible[D130].

Maximum
Delta Dental will pay the maximum amount(s) shown in Appendix A for Benefits under this Contract.

Coordination of Benefits

ﬂDeIta Dental [D131]coordinates the Benefits under this Contract with an Enrollee’s Benefits under any other group or
pre-paid plan or insurance policy designed to fully integrate with other policies. Benefits under one of the plans may be
reduced so that combined coverage does not exceed the Provider’s total fees for covered services. If this is the
“primary” plan, Delta Dental will not reduce Benefits, but if the other Plan is the primary one, Delta Dental will reduce
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Benefits otherwise payable under this Contract. The reduction will be the amount paid for or provided under the terms
of the primary plan for covered services under Article 4.]

ﬂDeIta Dental \[D132]coordinates the Benefits under this Contract with an Enrollee’s Benefits under any other group or
pre-paid plan or insurance policy designed to fully integrate with other policies. Benefits under this plan may be
reduced so that combined coverage does not exceed Delta Dental’s Maximum Contract Allowance. If this is the
“primary” plan, Delta Dental will not reduce Benefits, but if the other Plan is the primary one, Delta Dental will reduce
Benefits otherwise payable under this Contract. The reduction will be the amount paid for or provided under the terms
of the primary plan for covered services under Article 4.]

Order of Benefit Determination Rules:
The following rules determine which plan is the “primary” plan:
e If the other Plan is not primarily a dental plan, this Plan is primary, except the Enrollee’s medical plan, if any, will
be primary for oral surgery procedures covered under such plan.
e |f the other Plan is a dental plan, the following rules are applied: 5@
(1) The Plan covering the Enrollee as an employee is primary over a Plan covering the Enroll ependent.
(2) The Plan covering the Enrollee as an employee is primary over a Plan which covers the i @ person as a
dependent; except that: if the insured person is also a Medicare beneficiary, and as a re@u the rule
established by Title XV11I of the Social Security Act and implementing regulations ¥Care is:
a) Secondary to the Plan covering the insured person as a dependent and
b) Primary to the Plan covering the insured person as other than a dependent
then the Benefits of the Plan covering the insured person as a depende
Plan covering that insured person as other than a dependent.
(3) Except as stated in paragraph (4), when this Plan and another Plan C’®
18w

\a retired employee),
termined before those of the

ame child as a dependent of
different persons, called parents:
a) The Benefits of the Plan of the parent whose birthday falls ear
the Plan of the parent whose birthday falls later in that y t
b) If both parents have the same birthday, the Benefits oixwa which covered one parent longer are
determined before those of the Plan which covered th % arent for a shorter period of time.
(4) In the case of a dependent child of legally separated or d§ d parents, the Plan covering the Enrollee as a
dependent of the parent with legal custody, or as a de of the custodial parent’s spouse (i.e. step-parent)
will be primary over the Plan covering the Enrol@? pendent of the parent without legal custody. If there

a year are determined before those of

is a court decree which would otherwise establisttfinancial responsibility for the health care expenses with

respect to the child, the Benefits of a plan whi rs the child as a dependent of the parent with such

financial responsibility will be determine e Benefits of any other policy which covers the child as a

dependent child.

(5) If the specific terms of a court decree s at the parents will share joint custody, without stating that one of
the parents is responsible for the he expenses of the child, the Plans covering the child will follow the
order of benefit determination ru lined in paragraph (3).

(6) The Benefits of a Plan which co¥erssan insured person as an employee who is neither laid off nor retired are
determined before those hich covers that insured person as a laid off or retired employee. The same
would hold true if an insu on is a dependent of a person covered as a retiree and an employee. If the
other Plan does not ha iSvule, and if, as a result, the Plans do not agree on the order of Benefits, this Rule
(6) is ignored.

(7) Ifan insured person wise coverage is provided under a right of continuation pursuant to federal or state law
also is cover % another plan, the following will be the order of benefit determination;

a) First, the s of a Plan covering the insured person as an employee or Primary Enrollee (or as that

& @3 n’s dependent);

b) Secgngd ke Benefits under the continuation coverage.

g ather Plan does not have the rule described above, and if, as a result, the Plans do not agree on the

rawy of Benefits, this rule is ignored.

8) I of the above rules determine the order of Benefits, the Benefits of the Plan which covered an employee
are determined before those of the Plan which covered that insured person for the shorter term.

ARTICLE 6
CONDITIONS UNDER WHICH BENEFITS WILL BE PROVIDED

6.01 Choice of a Provider
Enrollees may choose a Provider from Delta Dental‘s panel of PPO and Premier Providers or Enrollees may choose a
Non-Delta Dental Provider. A list of PPO and Premier Providers can be obtained by accessing the Delta Dental
National Dentist Directory at www.deltadentalins.com. Enrollees are responsible for verifying whether the selected
Provider is a PPO Provider or a Premier Provider. Providers are regularly added to the panel. Additionally, Enrollees
should always confirm with the Provider’s office that a listed Provider is still a participating PPO Provider or Premier
Provider

PPO Provider
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6.02

6.03

6.04

6.05

6.06

6.07

The PPO program potentially allows the greatest reduction in Enrollees’ out-of-pocket expenses, since this select group
of Providers will provide dental Benefits at a charge which has been contractually agreed upon.

Premier Provider

The Premier Provider, which include specialists (endodontists, periodontists or oral surgeons), has not agreed to the
features of the PPO program; however, Enrollees may still receive dental care at a lower cost than if Enrollees use a
Non-Delta Dental Dentist

Non-Delta Dental Provider
If a Provider is a Non-Delta Dental Provider, the amount charged to Enrollees may be above that accepted by the PPO
Providers or Premier Providers. For a Non-Delta Dental Provider, the Accepted Fee is the Provider’s submitted charge.

Additional advantages of using a Delta Dental Provider:
e The PPO Provider or Premier Provider must accept assignment of Benefits, meaning these Providers will be paid

directly by Delta Dental after satisfaction of the Deductible and coinsurance, and the Enrollee does ave to pay
all the dental charges while at the dental office and then submit the claim for reimbursement.

e The PPO Provider or Premier Provider has contractually agreed to charge no more than his/her ental
Provider’s Contracted Fee even for services that are not covered under this Contract provide service(s) are
included in his/her agreement.

e The PPO Provider or Premier Provider will complete the dental Claim Form and submi Ita Dental for

reimbursement.

An Enrollee may also access Delta Dental’s Provider Directory on the Internet. DeltafOwgtai’s Internet address is
www.deltadentalins.com. An Enrollee may choose any Provider, but Delta Dental&qgs,not guarantee that any particular
Provider will be available. The Enrollee is responsible for verifying WhetheC ng Provider is a PPO or Premier
Provider.

Clinical Examination

Before approving a claim, Delta Dental may obtain, to such extent a \@ lawful, from any Provider, or from
hospitals in which a Provider’s care is provided, such information rds relating to an Enrollee as Delta Dental
may require to administer the claim. Delta Dental may also requi adan Enrollee be examined by a dental consultant
retained by Delta Dental in or near his/her community or resid uch information and records will be kept
confidential in accordance with all applicable laws and reg&)ns.

Notice of Claim Forms

Delta Dental will furnish to any Provider or Enroll
Benefits. To make a claim, the form must be co
the Enrollee (or the parent or guardian of a min

uest, a Claim Form to make a claim for payment of

nd signed by the Provider who performed the services and by
submitted to Delta Dental at the address shown thereon. If Delta
Dental does not furnish the form within 15 r requested by a Provider or Enrollee, the requirements for proof of
loss set forth in section 6.05 of this Contr il be deemed to have been complied with upon the submission to Delta
Dental within the time established in sai&%h ion for filing proof of loss, of written proof covering the occurrence, the
character and the extent of the los o®| claim is made. Enrollees may download a Claim Form from Delta
Dental’s web site. S(\

Pre-Treatment Estimate

A Provider may file a Claim Fo efore treatment, showing the services to be provided to an Enrollee. Delta Dental
will estimate the amount nefits payable under this Contract for the listed services. Benefits will be processed
according to the termsl‘xE Contract when the treatment is performed. Pre-treatment Estimates are valid for 365 days,
or until an earlier e of any one of the following events:

e the date this t terminates;

e the date t lee’s coverage ends; or

e the dateQ vider’s agreement with Delta Dental ends.

Writte @e of Claim/Proof of Loss

De tal must be given written proof of loss within [12 months] [D133] after the date of the loss and must include
information regarding other group coverage if applicable. If it is not reasonably possible to give written proof in the time
required, the claim will not be reduced or denied solely for this reason, provided proof is filed as soon as reasonably
possible. In any event, proof of loss must be given no later than one year from such time (unless the claimant was
legally incapacitated).

All written proof of loss must be given to Delta Dental within ‘[12]‘[DJ8134] months of the termination of this
Contract.

Time of Payment

Claims payable under this Contract for any loss other than for which this Contract provides any periodic payment will
be paid no later than 30 days after written proof of loss is received. Delta Dental will notify the Primary Enrollee and
his/her Provider of any additional information needed to process the claim within this 30day period.

Claims Appeal
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Delta Dental’s commitment to the Enrollee is to ensure quality throughout the entire dental benefit process: from the
courtesy extended to the Enrollee by our Customer Service Representatives to the dental services provided by Premier
and PPO Providers. If the Enrollee has questions about any services received, we recommend that the Enrollee first
discusses the matter with his/her Provider. However, if the Enrollee continues to have concerns, they should call our
Customer Service Center. The Enrollee can also e-mail questions by accessing the “Contact Us” section of our web
site at www.deltadentalins.com.

Complaints or Appeals regarding eligibility, the denial of dental services or claims, the policies, procedures, or
operations of Delta Dental, or the quality of dental services performed by the Provider may be directed in writing to us
or by calling us toll-free at 800-521-2651.

When the Enrollee writes, he/she should include the name of the Enrollee, the Primary Enrollee’s name and ID
number, and their telephone number on all correspondence. The Enrollee should also include a copy of the claim
form, claim statement, or other relevant information. The claim statement will have an explanation of the claim review
and any complaint or appeal process and time limits applicable to such process.

Delta Dental will notify the Enrollee and his/her Provider if Benefits are denied for services submitte@laim
Form, in whole or in part, stating the reason(s) for denial. The Enrollee and his/her Provider have & 0 days
after receiving a notice of denial to request a review by writing to Delta Dental giving reasons w ey*believe the
denial was wrong. The Enrollee and his/her Provider may also ask Delta Dental to examine any@gditional information
provided that may support the complaint or appeal.

Send your complaint or appeal to Delta Dental at the address shown below: @

Delta Dental Insurance Company
P.O. Box 1809
Alpharetta, GA 30023

[grievance] or appeal. Delta Dental will make a full and fair revie 30 days after we receive the [complaint]
[grievance] or appeal. Delta Dental may ask for more documentsdf Wedded. Delta Dental will send the Enrollee a
decision within 30 days. The review will take into account all nts, documents, records or other information,
regardless of whether such information was submitted or coagi initially. If the review is of a denial based in
whole or in part on lack of dental necessity, experimental ¥eatwent or clinical judgment in applying the terms of this
Contract, Delta Dental shall consult with a dentist who propriate training and experience. The review will be
conducted for us by a person who is neither the indiyi ho made the claim denial that is subject to the review, nor
the subordinate of such individual. %

Delta Dental will send the Enrollee a written acknowledgment witfﬂ@upon receipt of the [complaint]

If the Enrollee believes he/she needs further @of their [complaint] [grievance] or appeal, he/she may [file a request
with us for a second level review or] contast his/her state insurance regulatory agency.

6.08 To Whom Benefits Are Paid

7.01

7.02

7.03

7.04

Payment for services provided by s@rovider or a Premier Provider will be made directly to the Provider. Any
other payments provided by thi tPact will be made to the Primary Enrollee.. All Benefits not paid to the Provider
will be payable to the Primar llee, to his/her estate, or to an alternate recipient as directed by court order except
that if the person is a mingr.or otherwise not competent to give a valid release, Benefits may be payable to his/her
parent, guardian or other n actually supporting him/her.

ARTICLE 7

@p GENERAL PROVISIONS
B.\ hanges

4

parties. Wofagent has authority to change this Contract or waive any of its provisions. No change in this Contract will be

Entire Conﬂ
This Cgn cluding the Application and the attachments listed in Article 9, is the entire agreement between the
valﬂ&

ss approved by an executive officer of Delta Dental.

Severability
If any part of this Contract or an amendment of it is found by a court or other authority to be illegal, void or not
enforceable, all other portions of this Contract will remain in full force and effect.

Conformity With State Laws

All legal questions about this Contract will be governed by the state of Arkansas where this Contract was entered into
and is to be performed. Any part of this Contract which, on its Effective Date, conflicts with the laws of Arkansas is
hereby amended to conform to the minimum requirements of such laws.

Misstatements on Application; Effect
In the absence of fraud or intentional misrepresentation of material fact in applying for or procuring coverage under the
terms of this Contract, all statements made by the Contractholder will be deemed representations and not warranties. No
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7.05

7.06

7.07

7.08

7.09

7.10

postage. Q
[7.11 |Indemnification[d137] . Q

7.12

7.13

7.14

7.15

such statement will be used in defense to a claim under this Contract, unless it is contained in a written instrument
signed by the Contractholder, a copy of which has been furnished to such Contractholder.

Legal Actions

No action at law or in equity will be brought to recover on this Contract before 60 days after proof of loss has been filed
in accordance with requirements of this Contract; nor will an action be brought after the expiration of three (3) years
after the time written proof is required to be furnished.

Not in Lieu of Workers’ Compensation
This Contract is not in lieu of and does not affect any requirements for coverage by workers’ compensation insurance.

Certificate of Insurance
[Delta Dental will issue to the Contractholder for delivery to each Primary Enrollee a certificate/Evidence of Coverage
booklet summarizing the Benefits to which they are entitled and to whom Benefits are \payabld[D135].] %a Dental

will issue to the Contractholder an electronic file containing a certificate/Evidence of Coverage booklb\w arizing the
Benefits to which Enrollees are entitled and to whom Benefits are payable. Each Primary Enrollee ye e electronic
access to the \certificate\[Dl:%G].] The certificate is not assignable and the Benefits are not assign rior to a claim. If
any amendment to this Contract will materially affect any Benefits described in the certificate, tificates or riders

showing the change will be issued.

Publications About Program
Contractholder and Delta Dental agree to consult as is reasonably practical on all m blished or distributed about
this Contract. No material will be published or distributed which conflicts with t s of this Contract.

Professional Relationship * !
Contractholder and Delta Dental agree to permit and encourage the professio lationship between Provider and
Enrollee to be maintained without interference.

SO
Notice; Where Directed \,
o

All formal notice under this Contract must be in writing and sent t-class United States mail, overnight delivery
service, or personal delivery. Notice by United States mail wil ective 48 hours after mailing with fully prepaid

Contractholder will indemnify, defend and hold ha elta Dental, its directors, officers, employees, agents and
affiliated companies against any and all claims, d , liabilities, costs, damages and causes of action or
administrative proceedings whatsoever, includin onable attorney’s fees, arising from Contractholder’s negligent

performance or non-performance of its oblw nder this Agreement.
arm

Delta Dental will indemnify, defend and<io less Contractholder and its employees and agents, against any and all
claims, demands, liabilities, costs, m@e and causes of action or administrative proceedings whatsoever, including
reasonable attorney’s fees, arising Ita Dental’s negligent performance or non-performance of its obligations

under this Agreement.] Q

Time Limit On Certain DefenSes

After this Contract hag be€pin force for three (3) years from the Effective Date, no statement made by the
Contractholder will bx void this Contract. No statement by an Enrollee with respect to the Enrollee’s
insurability, will b&@ reduce or deny a claim or contest the validity of insurance for such Enrollee after that
person’s cove‘rag(& en in effect three (3) years or more during his or her lifetime.
d

Compliance@;
hall comply in all respects with applicable federal, state and local laws and regulations relating to
wgmplification, security and privacy of individually identifiable Enrollee information. The Contractholder

t this Contract may be amended as necessary to comply with federal regulations issued under the Health
Insurance Portability and Accountability Act of 1996 or to comply with any other enacted administrative simplifications,
security or privacy laws or regulations.

ministrative Simplification, Security and Privacy Regulations

Impossibility of Performance

Neither party shall be liable to the other or be deemed to be in breach of this Contract for any failure or delay in
performance arising out of causes beyond its reasonable control. Such causes are strictly limited to include acts of God
or of a public enemy, explosion, fires, or unusually severe weather. Dates and times of performance shall be extended
to the extent of the delays excused by this paragraph, provided that the party whose performance is affected notifies the
other promptly of the existence and nature of the delay.

Third Party Administrator (TPA)
Delta Dental may use the services of a TPA, duly registered under applicable state law, to provide services under this
Contract. Any TPA providing such services or receiving such information shall enter into a separate Business Associate
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Agreement with Delta Dental providing that the TPA shall meet HIPAA requirements for the preservation of protected
health information of Enrollees.

[7.16 Eligibility Update Through Delta Dental’s Website[D138]
Contractholder agrees to be responsible for any and all hardware, software or any other equipment, application or
transmission capability to access the Delta Dental web site, including its Internet Access Provider (IAP) or Internet
Service Provider (ISP). Contractholder will hold Delta Dental and its parent company, which provides computer
processing services, harmless for any and all transmission or update delays, failures or errors caused by Contractholder’s
acts or omissions or caused by the ISP’s acts or omissions. Contractholder agrees to hold Delta Dental and its parent
company harmless for any and all potential breaches of confidentiality resulting from or arising out of the transmission
or update of Enrollee eligibility information through Internet connections. Contractholder shall indemnify Delta Dental
and its parent company from and against any liability or loss Delta Dental or its parent company may incur by reason of
any covenant, condition or warranty contained in this Contract relating to confidentiality or the interception of
transmission over the Internet by unknown third parties except for any breach caused by Delta Dental’s or its parent
company’s error or omission.]

ARTICLE 8 s@
TERMINATION AND RENEWAL, Q

8.01 Thisnpontract may be terminated only as follows:
]

By Contractholder upon [(60)] days written notice‘[d 139]1
e By Delta Dental,
f all Enrollees as required

(1) upon [(60)] days written notice if Contractholder fails to furnish Delta Dental
under section 2.01; or

(2) upon [(60)] days written notice if Contractholder fails to permit Delta D inspect Contractholder’s
records as called for under section 2.02; 0d[d140]

(3) upon ][(31)] \[d141]days written notice if Contractholder fails to pay{Preng§ums, in the amount and manner
required by Article 3.

e By Delta Dental, if Contractholder reports fewer than the Minim mber of Primary Enrollees shown in
Appendix A for three (3) consecutive months. Delta Dental my e Contractholder notice within 15 days after
receiving the list of Primary Employees which shows that Del I may terminate on this basis.

e By Delta Dental at the end of a Contract Term upon 60 days notice.

8.02 In the event this Contract is terminated under Section 8.01 sagond bullet item, Contractholder will become immediately
obligated upon termination to pay Delta Dental for that po@of the monthly Premium which constitutes for the
current Contract Term Delta Dental’s direct costs of,adgnifstering this Contract (calculated by subtracting the pure
Premium from the total Premium) multiplied by th ng number of months from the date of termination to the
expiration of the current Contract Term, but the ill not exceed 25 percent of the total Premium for the entire
Contract Term.

8.03 If Contractholder notifies Delta Dental th @ds to terminate this Contract upon less than 60 days notice, Section
8.02 will apply as if Delta Dental termin& is Contract under Section 8.01 second bullet.

8.04 Delta Dental will not be required t Q—treatment Estimates if this Contract is terminated for any cause nor will Delta
Dental be required to pay for se erformed beyond the termination date except for completion of Single
Procedures commenced whil Contract was in effect.

8.05 Delta Dental will provid \[dl42] days advance written renewal notice prior to the end of the initial or any
subsequent Contract T dicating if Premiums and/or Benefits will remain the same or change. The
Contractholder’s f the Premium indicated in the renewal notice for the new Contract Term will signify the

Contractholder’s nce of the renewal. If the Contractholder fails to provide written notification to Delta Dental of
non-renewal @ﬂte indicated in the renewal letter and/or does not pay the Premiums indicated in the renewal notice
with the newe?n

ct Term, Delta Dental will terminate this Contract under 8.01 second bullet, item (3).
(b' ARTICLE 9
ATTACHMENTS

These documents are attached to this Contract and made a part of it:

Appendix A Group Policy Schedule

Appendix B Arkansas Life and Health Insurance Guaranty Association Act
[Appendix C  Table of Allowances][D143]

Copy of Application

[Appendix to the Application][D144]
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APPENDIX A
GROUP POLICY SCHEDULE
[Information in this section is variable.]
Contractholder Name:[D145]

Address:
Group Number:
Effective Date:

Contract Term:

Benefits[d146][d147]:
Contract Benefit Level
In-Network Out-of-Network[D148]
PPO Premier ~ Non-Delta Dental 5@
Diagnostic and Preventive Benefits: % % %
[Basic Benefits:] % % % Q
[Major Benefits:] % % % @
[Orthodontic Benefits:] % % % \
[TMJ Benefits:] % % % \
[Implant Benefits:] % % %
| [Dental Accident Benefits:]] % % % &

Allowances, for Diagnostic and Preventive, Basic, Major, Implant and Dental Acci
will pay a percentage of the Maximum Contract Allowance for the following servic

[Delta Dental will pay or otherwise discharge the Maximum Contract Allowance um

Contract Benefif
In-Network Out-of- [D150]
PPO Premier -Delta Dental
[Orthodontic Benefits:] % % %
[TMJ Benefits:] % % %

ounts shown on the Table of
ent Benefits. However, Delta Dental

[Late Entrants: Benefits for Late Entrants are limited unti tI@a e been enrolled in this Contract for [12] consecutive

_months[d151].]

’Qact Benefit Level
In-Netw; r@» Out-of-Network[D152]

PP Premier Non-Delta Dental

% %

S% % %

O 0 % %

s\ % % %

Q % % %

\ % % %

% % %

Diagnostic and Preventive Benefits:
[Basic Benefits:]
[Major Benefits:]
[Orthodontic Benefits:]
[TMJ Benefits:]
[Implant Benefits:]

| [Dental Accident Benefits:]]

Waiting Periods:[D153

G-SLE-C-AR-09 19

erited to Enrollees who have been enrolled in this Contract for ][12\[d155]] consecutive
eriods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective
& ntractholder for said Primary Enrollee and/or Dependent Enrollee.]]
7]are limited to Enrollees who have been enrolled in this Contract for |j12\[d158]] consecutive
ittng period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.]
aiting Perifais [d159]are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder
for sal ary Enrollee.]]
[[Major Benefits [d160]are limited to Enrollees who have been enrolled in this Contract for ﬂlZ\[lel]] consecutive
months.] aiting\[d162] periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective
Date reported by the Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]
[[Major Benefits [d163]are limited to Enrollees who have been enrolled in this Contract for [12[d164]] consecutive
months. The waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.]
aiting periods \[d165]are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder
for said Primary Enrollee.]]
[[Orthodontic Benefits [di66]are limited to [dependent children of Primary Enrollees[d167]] [Primary Enrollees and
their Dependent Enrollees] who have been enrolled in this Contract for 12\[d168]] consecutive months.] [Waiting
periods \[d169]are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective Date reported by
the Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]
[[Orthodontic Benefits [d170]are limited to [dependent children of Primary Enrollees[d171]] [Primary Enrollees and
their Dependent Enrollees] who have been enrolled in this Contract for \[12] [d172]consecutive months. The waiting
period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.] ﬂVVaiting periods

[[Basic Benefits [d1
months.] aitipg\

Date reported b
[[Basic Benefi
months. §h

XXXXX



[d173]are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder for said Primary
Enrollee.]]

e [[TMJ[d174]Benefits are limited to Enrollees who have been enrolled in this Contract for [12[d175]] consecutive
months.] [Waiting periods \[d176]are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective
Date reported by the Contractholder for said Primary Enrollee and/or Dependent Enrollee.]

[[TMJ Benefits [d177]are limited to Enrollees who have been enrolled in this Contract for 612]\[d178] consecutive
months. The waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.]
ﬂ\Naiting periods \[d179]are calculated for each Primary Enrollee from the Effective Date reported by the Contractholder
for said Primary Enrollee.]]

o [[Implant Benefits [d180]are limited to Enrollees who have been enrolled in this Contract for [12[d181]] consecutive
months.] [Waiting periods \[d182]are calculated for each Primary Enrollee and/or Dependent Enrollee from the Effective
Date reported by the Contractholder for said Primary Enrollee and/or Dependent Enrollee.]]

[[Implant Benefits [d183]are limited to Enrollees who have been enrolled in this Contract for [12][d184] consecutive
months. The waiting period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverage.]
aiting periods \[dl85]are calculated for each Primary Enrollee from the Effective Date reported by the Cgmtractholder

for said Primary Enrollee.]] \

Deductible Amount:[d186] E.[DlS?] @Q

For each Enrollee per [Contract/Calendar Year]:
For each family per [Contract/Calendar Year]: [D188]

[Lifetime Deductible per Enrollee[D189]:  $ |

[Orthodontic Benefits are subject to a separate Deductible of $ [per Enrollee/per dependent nrollee] per
[Calendar/Contract Year/ lifetime[D190]] Q

[TMJ\[D191] Benefits are subject to a separate Deductible of $ per Enrollee per [Cglendag/Contract Year/lifetime.]

*

ﬂlmplant Benefits \[D192]are subject to a separate Deductible of $ per Enroll [Calendar/Contract Year/lifetime.]
[The Deductible does not apply to Diagnostic and Preventive Services [ori&tic/TMJllmplant L’Services\[d193].]

ﬂAny \[D194]Deductible amount satisfied by the Enrollee during the |
Deductible for the following year.] Q

e (3) months of the year will be applied toward the

[Deductible Takeover Credit: .
[Any Deductible satisfied by the Enrollees under the Con er’s prior plan from January 1st to the Effective Date will be
credited towards the Deductible under this Contract[d195].

[Any Deductible satisfied by the Enrollees for [Ort
from January 1, 200__to the Effective Date will
[Delta Dental will receive credit for any lifetim
Contractholder’s previous dental care pl ol

Maximum Amount:[d198]
$ per Enrollee pe trict/Calendar Year.[D199]].]
per [[Enrollee/depewdent child Enrollee] per Iifetime\[d200]/Calendar/ContractYear] for Orthodontic

Benefits
[per Enro lifetime for TMJ Benefits\[DZOl].]

L@ e per lifetime for Implant BenefitsJ[DZOZ].]

( rollee each [ContracdlCaIendar Year.\[DZOS] For Dental Accident Benefits]

‘[The Maxwmount does not apply to Diagnostic and Preventive Benefits.] ‘[d204]

, TMJ or Implant Benefits] under the Cantractholder’s prior plan
ited towards the Deductible under this plan.J[D196]
hodontic, TMJ or Implant] Deductible amounts satisfied under the

LA A A A

[Delta Dental will receive credit for any amounts paid under the Contractholder’s previous dental care plan from January 1% to
the Effective Date. These amounts will be credited towards the Calendar Year \Maximum\[DZOS].]

Delta Dental will receive credit for any amounts paid under the Contractholder’s previous dental care Contract, if applicable,
for [Orthodontic/TMJ/Implant Benefits]. These amounts will be credited towards the maximum amounts payable for
[Orthodontic/TMJ/Implant Benefits[D206].]

Termination;
[Less than 10 Primary Enrollees[D207].]

[A [30%] reduction in the number of Primary Enrollees over three (3) consecutive \monthé[D208].]
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Premium§:[D209]

Monthly Amount:
[Per Primary Enrollee:
Per Primary Enrollee and his/her Dependent Enrollees:]

[Per Primary Enrollee:
Per Primary Enrollee with one Dependent Enrollee:
Per Primary Enrollee with two or more Dependent Enrollees:]

[Per Primary Enrollee:

Per Primary Enrollee and Spouse:
Per Primary Enrollee and Child(ren):
Per Primary Enrollee and Family:]

Premiums are to be remitted to:
Delta Dental Insurance Company
P. O. Box 1809
Alpharetta, GA 30022-1809

Payment Breakdown:

Contractholder shall pay: % for Primary Enrollee

% for Dependent Enrollees O®

Primary Enrollee shall pay: % for Primary Enrollee
% for Dependent Enrolle

[Delta Dental [D210]shall receive a full month’s Premium for all Enrolle@

Contractholder may charge persons electing continued coverage purs

G-SLE-C-AR-09
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APPENDIX B
LIMITATIONS AND EXCLUSIONS UNDER THE

ARKANSAS LIFE AND HEALTH INSURANCE
GUARANTY ASSOCIATION ACT

Residents of this state who purchase life insurance, annuities or health and accident insurance should know that the insurance companies licensed in
this state to write these types of insurance are members of the Arkansas Life and Health Insurance Guaranty Association (“Guaranty Association”).
The purpose of the Guaranty Association is to assure that policy and contract owners will be protected, within certain limits, in the unlikely event that
a member insurer becomes financially unable to meet its obligations. If this should happen, the Guaranty Association will assess its other member
insurance companies for the money to pay the claims of policy owners who live in this state and, in some cases, to keep coverage in force. The
valuable extra protection provided by the member insurers through the Guaranty Association is not limited, however. And, as noted in the box
below, this protection is not a substitute for consumers’ care in selecting insurance companies that are well managed and financially,stable.

N
DISCLAIMER @Q

The Arkansas Life and Health Insurance Guaranty Association

(“Guaranty Association™) may not provide coverage for this poli€y®
If coverage is provided, it may be subject to substantial limitatfgn

or exclusions and require continued residency in this state.
should not rely on coverage by the Guaranty Associat{on i
purchasing an insurance policy or contract.

NN
Coverage is NOT provided for your pol %%ontract or any
portion of it that is not guaranteed by th&@r or for which you
have assumed the risk, such as non-guarantéed amounts held in a
separate account under a variable Ii%ariable annuity contract.

*

Insurance companies o
provide you with this noti
their agents are prohibi
Guaranty Associati
insurance policy.

ents are required by law to
ever, insurance companies and
aw from using the existence of the
induce you to purchase any kind of

The Arkan Qand Health Insurance Guaranty Association
c/o The Ldguidation Division

1023 apitol

Li@ock, Arkansas 72201

Arkansas Insurance Department

L 2
\ 1200 West Third Street
(bg Little Rock, Arkansas 72201-1904

The state la at provides for this safety-net is called the Arkansas Life and Health Insurance Guaranty Association Act
(“Act”). Below is a brief summary of the Act’s coverage’s, exclusions and limits. This summary does not cover all provisions
of the Act; nor does it in any way change anyone’s rights or obligations under the Act or obligations of the Guaranty
Association.

COVERAGE

Generally, individuals will be protected by the Guaranty Association if they live in this state and hold a life, annuity or health insurance contract or
policy, or if they are insured under a group insurance contract issued by a member insurer. The beneficiaries, payees or assignees of policy or
contract owners are protected as well, even if they live in another state.
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EXCUSIONS FROM COVERAGE
However, persons owning such policies are NOT protected by the Guaranty Association if:
e  They are eligible for protection under the law of another state (this may occur when the insolvent insurer was incorporated in another state
whose guaranty association protects insured’s who live outside that state).

e  The insurer was not authorized to do business in this state.

e  Their policy or contract was issued by a nonprofit hospital or medical service organization, an HMO, a fraternal benefit society, a
mandatory state pooling plan, a mutual assessment company or similar plan in which the policy or contract owner is subject to future
assessments, or by an insurance exchange.

The Guaranty Association also does NOT provide coverage for:
e Any policy or contract or portion thereof which is not guaranteed by the insurer or for which the owner has assume th@ such as non-
guaranteed amounts held in a separate account under a variable life or variable annuity contract;

e Any policy of reinsurance (unless an assumption certificate was issued); Q
e Dividends and voting rights and experience rating credits; @
e  Credits given in connection with the administration of a policy by a group contract holder; @

e  Employers’ plans to the extent they are self-funded (that is, not insured by an insurance company,@an insurance company

administers them); O
e  Unallocated annuity contracts (which give rights to groups contract holders, not indivit@

e  Unallocated annuity contracts issued to/in connection with benefit plan protected under
(“FPBC”)(whether the FPBC is yet liable or not);

al Pension Benefit Corporation

*
e  Portions of an allocated annuity contract now owned by a benefit plan or a t lottery (unless the owner is a resident) or issued toa
collective investment trust or similar pooled fund offered by a bank or oth ancial institution );

e  Portions of a policy or contract to the extent assessments requirede the Guaranty Association are preempted by State or Federal
law;

e  Obligation that do not arise under the policy or contract, ineluc f@ laims based on marketing materials or side letters, riders or other
documents which do not meet filing requirements, or claw Olicy misrepresentations, or extra-contractual or penalty claims;

e  Contractual agreements establishing the member insurfr; Igations to provide book value accounting guarantees for defined
contribution benefit plan participants (by referenc tfolio of assets owned by a nonaffiliated benefit plan or its trustees).

LIMITS ON AMOUNTS OF COVERAGE &
The Act also limits the amount the Guar te@ iation is obligated to cover: The Guaranty Association cannot pay more than what the
insurance company would owe under a po ontract. Also, for any one insured life, the Guaranty Association will pay a maximum of
$300,000 —no matter how many poli ie@; ntracts there were with the same company, even if they provided different types of coverage’s.
Within this overall $300,000 limit, theN@sSeciation will not pay more than $300,000 in health insurance benefits, $300,000 in present value of
annuity benefits, or $300,000 i insurance death benefits or net cash surrender values — again, no matter how many policies and contracts
there were with the same co %and no matter how many different types of coverage’s. There is a $1,000,000 limit with respect to any
contract holder for unala nuity benefits, irrespective of the number of contracts held by the contract holder. These are limitations for
which the Guaranty A% 0N is obligated before taking into account either its subrogation and assignment rights or the extent to which those
benefits C provided

ouk&\ out of the assets of the impaired or insolvent insurer.

3
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APPENDIX C[D211]
Dentegra Insurance Company

TABLE OF ALLOWANCES
PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Clinical Oral Evaluations
D0120 Periodic oral evaluation - establiShed Patient ... e 26.00
D0140 Limited oral evaluation - problem fOCUSEA .........ccviiiiiiiiic e 42.00
D0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ..........c..c....... 26.00
D0150 Comprehensive oral evaluation - new or established patient (limited to one per Provider, all other evaluations
Will be DENEfited @S DOL20)........eiieieeiiie ettt ettt et b et b b et et e e b e b bt et et e bt e nn e be st eae e 43.00
D0160 Detailed and extensive oral evaluation - problem focused, by report (limited to one per Provider
all subsequent ones will be benefited as DOL20 ..........cccvieiiiieiieierere e s sre e eneas 56.00
D0180 Comprehensive periodontal evaluation - new or established patient (limited to one per Provider, all other
evaluations will be benefited as DOL120) .......ccuverieiiiriiiiiiieise et % ......... 43.00

Radiographs/Diagnostic Imaging (Including Interpretation) (Any combination of bitewings, periapicals
taken on the same day will be combined as a complete series when the fees are equal to or exceed that

D0210 Intraoral - complete series (including DItEWINGS) .......coveiiiiiiii i
D0220 Intraoral - periapical - first film..........c.cooiiiii
D0230 Intraoral - periapical - each additional film...........cccoviveieiercn
D0240 Intraoral 0CCIUSAl FIlM ....oiviiiiice s N
D0250 EXtraoral - FIrst FIlm.......o.ooiiii e s My ettt b
D0260 Extraoral - each additional film..........ccccoeiiiiiniiiin s
D0272 Bitewings - tWo filmMS ......ooviiiiicce e
D0273 Bitewings - three films ... e B
D0274 Bitewings - four filmS ..o
D0277 Vertical bitewings - seven to eight films...........c.ccocviiiiiiinn
D0330 Panoramic film ... .
D0340 Cephalometric film (This is a benefit only in conjunction x 0dONtIC SEIVICES) ....vcveiviieirieieesieeie e, 70.00
D0350 Oral/facial photographic images (This is a benefit only o case in conjunction
VL o g oo o] g Aoy T A Tor=T) - . NSRS 42.00
Test and Examinations 9
D0470 Diagnostic casts (This is a benefit only in con\@ ith orthodontic SErvices).........ccovvvvirencirenieennenns 54.00
Dental Prophylaxis
D1110  Prophylaxis - adult ........ccco.ccovvirrvrrosns! @ ................................................................................................ 54.00
D1120 Prophylaxis - child (to age 14)........ B eSOV U PP UPTUPOURURRUURUIOR 43.00
Topical Fluoride - (Office Procedure) &
D1203 Topical Application of flu (Q 1d (through @ge 13) ....coviviiiiic e 22.00
D1204 Topical Application of flu& dult (subject to age limitation specified by the benefit plan).................... 23.00
D1206 Topical fluoride varnjsh; eutic Application for moderate to high caries risk patients (subject to age
limitation specified b& ENEFIL PIAN) v s 23.00

(benefit to p

Other Preventive Services @
D1351 Sealant-p%%g...._. ...................................................................................................................................... 28.00

Space Maintainers A
D1510 Spac aINers — fIXed, UNHALEIAl ........ccocviiiie ettt re s 202.00
D1515 S intainers — fiXed, DIIATEIAl ..........ccooiiiiiie bbb e ebe e e be e 310.00
D1520 pacs’ maintainers — removable, UNITLEral............cooviiiiiiiiiic e e 256.00
D1525 ace maintainers — removable, DHALEIAL............coooiiiiiii e ree e 287.00
D1555 emoval Of fiXed SPACE MAINTAINET ..........ccciiiieice ettt e e e e s testesaesreeseeseesresresreeaeas 50.00

Amalgam Restorations (Including Polishing) (the fee for a restoration includes services such as, but not limited to,
adhesives, etching, liners, bases, direct and indirect pulp cap, local anesthesia, polishing, occlusal adjustment, caries, removal
and gingivectomy on the same date of service. Replacement of restorations by the same Provider is a benefit after 24 months)

D2140 Amalgam - one surface, primary OF PEMMANENT...........ccoiiiiiriine ettt snns 59.00

D2150 Amalgam - two surfaces, primary OF PEFMANENT .........coiiriiieieiiee ettt et sbe b e e e e s e sbeseeseeaes 78.00

D2160 Amalgam - three surfaces, primary or PEIMANENT...........cccoviiieieiieiere e re e e b sresreans 93.00

D2161 Amalgam - four or more surfaces, primary OF PEMMANENT.........civeruererererieseeeereereeseesre e e e seeseeseensesresnens 109.00
Resin-Based Composite Restorations-Direct

D2330 Resin-based cOMPOSIte - ONE SUITACE, ANTEIION .........civiiiiii et sre s re e 71.00

D2331 Resin-based composite - tWO SUITACE, ANEEIION.........cccviiie e ens 87.00
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PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D2332 Resin-based composite - three SUrfACES, ANTEIION ..........coiviiiieicieee e 109.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior)..........cccoceooiienninnnns 135.00
D2391 Resin-based composite - 0Ne SUITACE, POSTEIION .......c.iiviiiiie e sre e 59.00
D2392 Resin-based composite - tWo SUFfACES, POSIEIION ........ocvvieiieeeeeie et sre e ere e 78.00
D2393 Resin-based composite - three SUrfaces, POSTEIION .........cociiiiiiie e 93.00
D2394 Resin-based composite - four or more SUrfaces, POSLEIION .........ciiiiiiririiiee et 171.00

Fees for Cast Restorations should include tooth preparation, pulp capping, laboratory costs, temporary restorations,
porcelain margins, cement bases, routine buildup/substructure, impressions, local anesthesia, occlusal correction, preparation
of the gingival tissue and any recementation or repair within six months.

Inlay/Onlay Restorations 5@

D2510 Inlay - Metallic - 0N SUIMACE ..o PR N 233.00
D2520 INlay - MEtalliC - TWO SUITACES ......c.eiuiiiiiieeieee e Q .............. 271.00
D2530 Inlay - metallic - three or MOre SUIMTACES........ccciii i e @
D2542 Onlay - metallic - tWO SUITACES........cciveieiiiee s see el
D2543 Onlay - metallic - three SUFACES...........coiiiiiiiec e
D2544 Onlay - metallic - four or more SUrfaces .........cccccvererene v
D2610 Inlay - porcelain/ceramic - 0N SUMACE .......cccovveveveiise s
D2620 Inlay - porcelain/ceramic - two SUFfaCeS .........cecvereerererere s
D2630 Inlay - porcelain/ceramic - three or more surfaces
D2642 Onlay - porcelain/ceramic - tWo SUIfACES.........cocerirererenenirirrere el P
D2643 Onlay - porcelain/ceramic - three SUrfaceS.........covveiveiciciene e .
D2644 Onlay - porcelain/ceramic - four or more surfaces.................... Q .......................................................... 394.00
Crowns-Single Restorations Only ‘\\.
D2740 Crown - porcelain/ceramic substrate............ccccoeevvvinrnanas ), .7 375.00
D2750 Crown - porcelain fused to high noble Metal .............c.. 8 e s 383.00
D2751 Crown - porcelain fused to predominantly base Metghy.........ooviiiiiiiiiii e 341.00
D2752  Crown - porcelain fused to noble metal ................. b .............................................................................. 357.00
D2780  Crown - cast 3/4 high noble metal ............... ,@ ..................................................................................... 395.00
D2781 Crown - cast 3/4 predominantly base metal \ ...................................................................................... 372.00
D2782 Crown - cast 3/4 noble metal.................. \ ........................................................................................... 386.00
D2783 Crown - cast 3/4 porcelain/ceramic........! @ ............................................................................................... 405.00
D2790 Crown - full cast high noble metal ... o . ..o e et 372.00
D2791 Crown - full cast predominantly b OSSR 330.00
D2792 Crown - full cast NODIE MELAL ... 8. Vet te st st se et seeereens 349.00
D2794  Crown - titanium...............4... @ ................................................................................................................ 372.00
Other Restorative Services s\
D2910 Recement inlay, onlaNC artial CoVErage reStOration ..........cococeveriiiiiiie e 28.00
D2915 Recement cast or prefabNcated POSE AN0 COME .......cviiiiiiiieiee ettt see e 28.00
D2920 RECEIMENE CTOVYN 24 ettt ettt h bbbtk bbb e bt e b e et s R e e s R e e s Rt e b e e Rt e n e e s nensnenr e e nreenreenreennas 28.00
D2930 Prefabricated stai steel Crown - Primary t00th..........cecveererese s 136.00
D2931 Prefabrica irtess steel crown - permanent toOTh ...........ooveiiiiiiiiii e 98.00
D2932 Prefabric L Io 011 o DTSR U RSOOSR 98.00
D2933 Prefaliti tainless steel crown With reSin WINAOW ...........ccvieiiiiiirinie e B/R*
D2934 Prefaﬁ d esthetic coated stainless steel crown - primary t00th .........c.ccceveieiininie s B/R*
D2940 SEATRVE FIITING oottt bbbt ben ettt te st s re et 50.00
D2950 ild-up, including any pins (considered part of crown fee except in exceptional circumstances
for endodontically treated tEETh).........ccoii i e eneas 78.00
D2951 retention - per tooth, in addition t0 reStOration ..........cccvcveiereie s 28.00
D2952 Post and core in addition to crown, indirectly fabricated............cccooviiiriiieicie 116.00
D2954 Prefabricated post and core in addition t0 CrOWN ...........coiiiiiiieiie e e 98.00
D2960 Labial veneer (resin 1aminate) - ChaIrSIAE .........ccviviieieice ettt sne s 147.00
D2961 Labial veneer (resin laminate) - 1abOratory .........cooviveiiieeicsc e 233.00
D2962 Labial veneer (porcelain [aminate) - [aD0ratory ..o 299.00
D2971 Additional procedures to construct new crown under existing partial denture framework..............cccccoceienene. B/R*
D2980 (O3 (0T T =T o ] SRS B/R*
Pulpotomy
D3220 Therapeutic pulpotomy (excluding final reStOration)..........cccooeieiiiiiiie e e 81.00
D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development ...........cccccevveivenins 81.00
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PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Endodontic Therapy (Including treatment plan, clinical procedures and follow-up care)
D3310 Endodontic therapy, anterior tooth (excluding final restoration) ..........c.cccovvvievieviinienie s 350.00
D3320 Endodontic therapy, bicuspid tooth (excluding final reStoration) ............cccveviieneinieneisee e 415.00
D3330 Endodontic therapy, molar (excluding final reStoration) ..o 527.00

Endodontic Retreatment
Retreatment of root canal therapy within 24 months of the initial procedure is included in the original contracted fee when
performed by the same Provider or in the original submitted fee when performed by an out-of-network Provider.

D3346 Retreatment of previous root canal therapy - @NtErIOr........ccocoieiiierieieneiee e 419.00
D3347 Retreatment of previous root canal therapy - DICUSPId.........cccoveieieiiiie i 496.00
D3348 Retreatment of previous root canal therapy - MOIAr ... 605.00
Apexification/Recalcification Procedures %
D3351 Apexification/recalcification - INitial VISIt............cooeiiiiiiiiiiii e \ ........ 225.00
D3352 Apexification/recalcification - interim medication replacement ..........ccococevvveneincnninencne e M e 98.00
D3353 Apexification/recalcification - final visit (includes completed root canal therapy) ........... @ ................. 332.00
Apicoectomy/Periradicular Services
D3410 Apicoectomy/periradicular SUrgery - aNerior ... Mg R 273.00
D3421 Apicoectomy/periradicular surgery - bicuspid - (first rOOt) ........ccoccevereniinienrnol A 341.00
D3425 Apicoectomy/periradicular surgery - molar - (first root) .........ccoceveieieininnl! B S 400.00
D3426 Apicoectomy/periradicular surgery - (each additional root) ....................... 0 .......................................... 124.00
D3430 Retrograde filling - PEr rO0t .......ccccoovviviiciniciieeeneeeneeesesee Mt R et 81.00
D3450 ROOt aMPUEALION = PEI FOOL ......eiuiiieitiiie et B e ettt sttt sttt see b b sne s 186.00
Other Endodontic Procedures
D3920 Hemisection (including any root removal), not including root tNEIAPY .. 186.00

Surgical Services (Including usual postoperative care) §
On periodontal surgical procedures, the surgery is considered to includ®®any surgical re-entry or scaling and root planing
for three years.

D4210 Gingivectomy or gingivoplasty - four or more cgriigyous teeth or tooth bounded spaces per quadrant....... 245.00
D4211 Gingivectomy or gingivoplasty - one to thr ous teeth or tooth bounded spaces per quadrant.......... 87.00
D4240 Gingival flap procedure, including root pla% our or more contiguous teeth or tooth bounded spaces
PEF QUAATANT. ..ol e ettt bbbttt bbbttt b ettt b e bbb e ebe e 310.00
D4241 Gingival flap procedure, including ro g one to three contiguous teeth or tooth bounded spaces
0L 0[O0 [ o O . NP SO SOPRTPRRPRTSPRPN 186.00
D4249 Clinical crown lengthening - hardUSRUE...........ccoii i sr et eneens B/R*
D4260 Osseous surgery (including,fl y and closure) - four or more contiguous teeth or tooth bounded spaces
ST o[V To = o SO 3 N OSSP 451.00
entry and closure) - one to three contiguous teeth or tooth bounded spaces

D4261 Osseous surgery (includi
per quadrant............. N Q ........................................................................................................................ 270.00

D4270 Pedicle soft tissue graf edure (limited to two Sites per quadrant) ..o 341.00

D4271 Free soft tissue gr@rocedure (including donor site surgery) (limited to two sites per quadrant) .............. 391.00
Non-Surgical Periodont ice

D4341 Periodont g and root planing - four or more teeth per quadrant............cocoovereiiineiiineises 124.00

D4342 Periodon ing and root planing - one to three teeth per quadrant...............coooiis 74.00

D4355 Full

Other Perio IQrvices
D4910 rigdontal MainteNANCE PrOCEUUIE .......oo.i ittt ettt bttt e bbbt be bt et e e e e b seesbesbeeneas 68.00

Complete Dentures (Includes routine post delivery care and relining for the first six months after placement)

D5110 Complete denture - MAXIHTTANY ..o bbbt b e et eb e e eere e 426.00
D5120 Complete denture - MANAIDUIAT ...........ooii e et 426.00
D5130 Immediate denture - MAaXITIANY ... et r et e et e s renreenes 465.00
D5140 Immediate denture - MAaNIDUIAL ...t 465.00
Partial Dentures (Includes routine post delivery care for the first six months after placement)

D5211 Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) ..........cc.ccceveeain. 295.00
D5212 Mandibular partial denture -resin base (including any conventional clasps, rests and teeth) ...........cc.cccue.... 295.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional

ClasPs, FESES AN TEETNY ... ettt bbbttt s et b e b b e et e bt et e et et b ebe e e 504.00
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PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any conventional
ClasPS, FESES AN TEELN .......eiuiiitiieicir et b et b ettt b e et b e et b e e b e 504.00
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) ...........ccooeoeiiiiiiniiins 378.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth).........cccccccceveveiiiiniiennnns 378.00
D5281 Removable unilateral partial denture-one piece cast metal (including clasps and teeth) .........cccceevevveiernnnn. 310.00
Adjustment to Dentures
D5410 Adjust complete denture - MAaXIIIANY ........ccooviiii i e 37.00
D5411 Adjust complete denture - MaNAIDUIAN ..o s 37.00
D5421 Adjust partial denture - MAXIHAIY ........ccooiiiii et 37.00
D5422 Adjust partial denture - MANAIDUIAL ...........ooiiiii e e sae s 37.00
Repairs to Complete Dentures 5@
D5510 Repair broken complete denture DASE ... PR N 81.00
D5520 Replace missing broken tooth - complete denture (each tooth) ..o, Q ................ 74.00

Repairs to Partial Dentures

D5610 Repair resin denture DASE .........coieiiiiiii e
D5620 Repair cast frameWOrK ...
D5630 Repair or replace broken Clasp.........ccccveveiiiiiininie s
D5640 Replace broken teeth - per tooth ...

D5650 Add tooth to existing partial denture
D5660 Add clasp to existing partial denture

rebase per arch is covered in a 24 month period) N

Denture Rebase Procedures (Any rebase includes relining and any adjustm@r six months following placement. One

D5710 Rebase complete maxillary denture............ccocooniiiiciennne \ ............................................................... 248.00
D5711 Rebase complete mandibular denture............ccccceveviienene ), .7 248.00
D5720 Rebase maxillary partial dentUre...........cooveirieireien e R ettt ettt e et te st te et sr et nneeneeneenees 223.00
D5721 Rebase mandibular partial denture.............cc.ccooee. Q .............................................................................. 223.00
Denture Reline Procedures . O
D5730 Reline complete maxillary denture (ChairSiBe) N Nsst..........c.oiiiiieie et sreeneas 144.00
D5731 Reline complete mandibular denture (ChAIESIBRLY. ... ..coveiiirieire e e 144.00
D5740 Reline maxillary partial denture (chairsi% ............................................................................................... 136.00
D5741 Reline mandibular partial denture (c TG USSP 136.00
D5750 Reline complete maxillary denture, {JaBQIatory).......ccvcveieieiereie st eneas 217.00
D5751 Reline complete mandibular den(%O POFALONY) ... 217.00
D5760 Reline maxillary partial deptu [ 10] Y O RRSRTURPR 205.00
D5761 Reline mandibular partial =110 =100 Y IS 205.00
Interim Prosthesis Q
D5820 Interim partial denture -MIAXITIANY ..........oooi bbb 175.00
D5821 Interim partial de = MANAIDUIAL ..o 175.00
Other Removable Pros rvices
D5850 Tissue copgi NG - MAXTTTANY ... bbbttt b e e b e 47.00
D5851  Tissu¢ MING = MANGIOUIAI ........oiiececececcecce ettt sttt ettt s ae e sr e 47.00

Maxillofacial P@Aics
D5900-5994 NV lofacial prosthetic procedures are generally not benefits of Delta Dental programs. When covered, they
follow the its required under state regulatory guidelines, and typically are limited to services provided to newborn,
dependent children for medically diagnosed congenital defects, birth abnormalities.

Implant Services
Pre-Surgical Services

D6190 Radiographic/surgical iMPIant INAEX........c.eveieiiieiiecieieeese sttt e seesrenresreaneas B/R*
Surgical Services
D6010 Surgical placement of implant body: endosteal IMPIaNt ..o s 0.00
D6012 Surgical placement of interim implant body for transitional prosthesis: endosteal implant................cc.coceeene. 0.00
(Delta Dental considers this procedure part of the transitional prosthesis which is not a covered
benefit)
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D6040 Surgical placement: epoSteal IMPIANT..........c.ciiiiii e r e resreenes 0.00

D6050 Surgical placement: transoSteal IMPIANT..........coiiiiiriie e e 0.00
PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Implant Supported Prosthetics
Supporting Structures

D6055 Dental implant Supported CONNECTING DAT ......c..ciiiiiiiier e 0.00

D5212 Mandibular abutment — INClUES PIACEMENT........c..oiiie e 0.00

D6056 Prefabricated abutment — iNClUAES PIACEMENT .........oii i sreane s 0.00

D6057 Custom abutment — INCIUAES PIACEMENL .........cviiiiii e e e seesresreane s 0.00
Implant/Abutment Supported Removable Dentures

D6053 Implant/abutment supported removable denture for completely edentulous arch...........c.ccocveivevieievcicicninennn, 0.00

D6054 Implant/abutment supported removable denture for partially edentulous arch...........ccccoovvvviviciciee e 0.00
Implant/Abutment Supported Fixed Dentures (Hybrid Prosthesis) \

D6078 Implant/abutment supported fixed denture for completely edentulous arch ..o NN, 0.00

D6079 Implant/abutment supported fixed denture for partially edentulous arch.............cccceevenee, Q .................. 0.00
Single Crowns, Abutment Supported

D6058 Abutment supported porcelain/Ceramic CrOWN.........c.ccvcveveieneiie s e _ O N 0.00

D6059 Abutment supported porcelain fused to metal crown (high noble metal) .........ccc o N ¥ 0.00

D6060 Abutment supported porcelain fused to metal crown (predominantly base metghl. . .7 .....ccocooiiriinniinens 0.00

D6061 Abutment supported porcelain fused to metal crown (noble metal) ... SR i 0.00

D6062 Abutment supported cast metal crown (high noble metal)
D6063 Abutment supported cast metal crown (predominantly base metal) ...£...... \

D6064 Abutment supported cast metal crown (noble metal) ... Rl 0.00
D6094 Abutment supported Crown — (LIEANTUM) .....oiuiiiiiiie ettt et see bbbt e et e s e esee e sbe e e 0.00
Single Crowns, Implant Supported
D6065 Implant supported porcelain/Ceramic CrOWN .........c.ccirvier g N ettt ettt ettt ab e ebesre e 0.00
D6066 Implant supported porcelain fused to metal crown (titani n|um aIon, high noble metal)...................... 0.00
D6067 Implant supported metal crown (titanium, titanium aIIo e Metal) ..oovvircee 0.00
Fixed Partial Denture, Abutment Supported
D6068 Abutment supported retainer for porcelain/Ceramig DD ..........cccooiiiiiriii e e 0.00
D6069 Abutment supported retainer for porcelain f ’netal FPD (high noble metal) .........cccccevvevievevcneiein, 0.00
D6070 Abutment supported retainer for porcelain 0 metal FPD (predominantly base metal)...........cc.cccvevennee. 0.00
D6071 Abutment supported retainer for porcelai to metal FPD (noble metal) ..o 0.00
D6072 Abutment supported retainer for cast D (high noble metal)........ccooooiiiiii 0.00
D6073 Abutment supported retainer for ca PD (predominantly base metal) ..........ccccocevieviirnieiiecieicncies 0.00
D6074 Abutment supported retainer for al FPD (noble metal).......cccoovvvveiecece e 0.00
D6194 Abutment supported retainer ﬁf T FPD — (LItANTUM) ..o 0.00
Fixed Partial Denture, Implant Suppo
D6075 Implant supported retai eramic 5 0.00
D6076 Implant supported ret for porcelain fused to metal FPD (titanium, titanium alloy, or high noble metal) .. 0.00
D6077 Implant supported retai or cast metal FPD (titanium, titanium alloy, or high noble metal)........................ 0.00
Other Implant Services
D6080 Implant maj procedures, including removal of prosthesis, cleansing of prosthesis and abutments and
reinsertio SENIESHS .ttt ettt bbb b e bbb bRt R £ e b e bRt b e R e Rt Re et et neenbe e e 0.00
D6090 Repaig i 0] 0] oL0] g (ol o (01 1= TSSOSO B/R*
D6095 Repai L 010110 1T 0 SR B/R*
D6091 Re nt of semi-precision or precision attachment (male or female component) of implant/abutment

S d prosthesis, Per attaChMENT..........coi it see b 0.00

* 1 is a benefit only after the prosthodontic time limitation (usually 5 years) has elapsed since the
plant attachment was placed)

D6092 Recement implant/abutment SUPPOITEA CrOWN .......c.viuiriiiiiieieie e 0.00

(Any recementation within six months after placement of the appliance is considered to be included in
the initial placement. Benefits may be paid for one recementation after six months)

D6093 Recement implant/abutment supported fixed partial denture..........c.cccove v 0.00
(Any recementation within six months after placement of the appliance is considered to be included in
the initial placement. Benefits may be paid for one recementation after six months)

D6094 CDT coding places procedure D6094 immediately following DBO0B4 ...........cccoerueriieiininieieeee e 0.00
D6190 CDT coding places procedure D6190 immediately before DB0L0 ..........cceecveieiieievine e 0.00
D6194 CDT coding places procedure D6194 immediately following DB074 ...........covevevevinevie e see e 0.00
D6199 Unspecified IMPIANT PrOCEUAUIE .........cuiiieiiiet ekttt sb et B/R*
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Fixed Partial Denture Pontics
D6205 Pontic - indirect resin Dased COMPOSITE ........civirieii it sa et sresneens 332.00
D6210 Pontic - cast high NODIE MELAL ..o 370.00
D6211 Pontic - cast predominantly base MEtal...........cc.oi i s 332.00
D6212 PONLIC - CASE NODIE METAL ......eiiiiiiiicece bbbttt ettt e b et e abe e 357.00
D6214 PONTIC = TIEANTUM L.ttt bbbttt et b e et e e bt et e ab et et e ebese et e ebeneeneebeneas 370.00
D6240 Pontic - porcelain fused to high Noble Metal............coooiiiii e 369.00
D6241 Pontic - porcelain fused to predominantly base metal...........ccooiiiiiiiiiiniie e 346.00
D6242 Pontic - porcelain fused to NOBIE MELAl...........ccoii i e 353.00

Fixed Partial Denture Retainers—Inlays/Onlays
D6545 Retainer - cast metal for resin bonded fixed ProSthesis. ... 155.00
D6600 Inlay - porcelain/ceramic, two surfaces (an alternate benefit of D6602 will be given)...........cccccc.. @i, 260.00
D6601 Inlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6603 will be given) % ....... 302.00
D6602 Inlay - cast high noble metal, twWo SUITACES ..o PR N, 260.00
D6603 Inlay - cast high noble metal, three or more Surfaces.........ccooeoeieiinieiinineeceee e, Q .............. 302.00
D6604 Inlay - cast predominately base metal, two SUIfaCes .........ccccevevesiie i @ .................... 260.00
D6605 Inlay - cast predominately base metal, three or more SUrfaces........ccoocovvvivveveierencries s o e 302.00
D6606 Inlay - cast noble metal, tWO SUIMTACES ........cccviiiiiieieeeee s By U SR 260.00
D6607 Inlay - cast noble metal, three or more SUFfaCeS.........cccooeririeiiriiicr e RN e 302.00

D6608 Onlay - porcelain/ceramic, two surfaces (an alternate benefit of D6610 will ) e 361.00

D6609 Onlay - porcelain/ceramic, three or more surfaces (an alternate benefit of i [\VZ:10) PO 388.00
D6610 Onlay - cast high noble metal, two SUIfaCeS..........ccccvvvvrvriieiereree L

D6611 Onlay - cast high noble metal, three or more surfaces

D6612 Onlay - cast predominately base metal, two surfaces...........ccoccoeeienn .
D6613 Onlay - cast predominately base metal, three or Mmore SUrfaCeS a ... cveveeeriererere e 388.00
D6614 Onlay - cast noble metal, two surfaces........cccccocevcvvivrvennnne. ‘\? .......................................................... 361.00
D6615 Onlay - porcelain/ceramic, three or more surfaces............... \ ............................................................... 388.00
D6624 Inlay - tHANIUM ..o .

D6634 Onlay - titaNIUM ..o

Fixed Partial Denture Retainers—Crowns
D6710 Crown - indirect resin based composite ....... o
D6750 Crown - porcelain fused to high noble metal, NN
D6751 Crown - porcelain fused to predominantl
D6752 Crown - porcelain fused to noble metal . £.
D6780 Crown - 3/4 cast high noble metal ..., (2
D6781 Crown - 3/4 cast predominantly
D6782 Crown - 3/4 cast noble metal......!
D6783 Crown - 3/4 cast porcelain/gen
D6790 Crown - full cast high nob
D6791 Crown - full cast predony
D6792 Crown - full cast nob
D6794 CrOWN = TIEANTUIM ...t Mttt bbb bt h e e e b et sb e b e s bt e bt e b e e neenbeseesbesbesbeans

Other Fixed Partial Dentur

D6930 Recement LU LIS 1 (0 PSSRSO 39.00
D6970 Post and ddition to fixed partial denture retainer, indirectly fabricated ...........c.ccooeoiiiiiiinnnn 124.00
D6972 Prefam@post and core in addition to fixed partial denture retainer..........ccooeeeieiene s s s 98.00
D6973 Corediul for retainer, INCIUAING ANY PINS ...cvvoiiiiie e sreens 96.00
D6980 Fi FEAL HENTUNE TEPAIT ....vieieeceect bbb bbb s bttt b bbbt B/R*
Extractiog‘] §Iudes local anesthesia, suturing, if needed and routine postoperative care)
D7140 traction, erupted tooth or exposed root (elevation &/or forceps removal).........cccocevivvevvivnieeiciencsie e 62.00
Surgical Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)
D7210 Surgical removal of eruUPted tO0Th ..........cci i e e e 118.00
D7220 Removal of impacted tO0th - SOt tISSUE ......ecvvieeiiiieir e e enes 155.00
D7230 Removal of impacted tooth - partially DONY ... 205.00
D7240 Removal of impacted tooth - completely DONY ........oooiiiiii e 242.00
D7250 Surgical removal of residual tooth roots (CUtting ProCeAUIE).........cccvvviieeiiericre e 118.00
Other Surgical Procedures
D7280 Surgical access of an UNErupted tOOTh ..o e 155.00
D7283 Placement of device to facilitate eruption of impacted t00th ...........cccccveiiiiii i B/R*
D7285 Biopsy of oral tissue - hard (DONE, tEEN) .......cveiiiiie e 158.00
D7286 BiOpSY OF Oral TISSUE = SOTL......c.iiuiieeicierie ettt bt e 118.00
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D7290 Surgical reposSitioNing OF tEEIN .....uviiie e B/R*

PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE
Alveoloplasty — Surgical Preparation of Ridge
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant................ 121.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant................... 73.00
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant (usually in
Preparation fOr PrOStNESIS). ... ..o i bbb et sb e et eb e eb b 167.00
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant........... 101.00
Vestibuloplasty
D7340 Vestibuloplasty - ridge extension - (secondary epithelialization) ............ccoceveienieiin i 161.00
D7350 Vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachments, revision
of soft tissue attachments and management of hypertrophied and hyper plastic tiSSue) ........cccceovevererennnne 326.00
Surgical Excision of Soft Tissue Lesions \'6
D7410 Excision of benign 1eSion t0 1.25 CM .....oeeiiiiiiiiiiiieeceeeeseee e R N B/R*
D7411 Excision of benign lesion diameter greater than 1.25 CM ..o, Q ................. B/R*
D7412 Excision of benign lesion COMPCAted..........ccccvovveiiiiiieiiie e
D7413 Excision of malignant lesion, up t0 1.25 CM ....coovevevevenic v e e
D7414 Excision of malignant lesion greater than 1.25 ...
D7415 Excision of malignant lesion, complicated.............ccocueieiiiiiiniiinncnenceee
Surgical Excision of Intra-Osseous Lesions
D7440 Excision of malignant tumor - lesion diameter up to 1.25 cm ............ = O
D7441 Excision of malignant tumor - lesion diameter greater than 1.25 CM..L......9 oo
D7450 Removal of benign odontogenic cyst/tumor - lesion diameter up t0 1.2AGGM ......ccocviveieiiiiiie e
D7451 Removal of benign odontogenic cyst/tumor - lesion diameter than 1.25 cm
D7460 Removal of benign nonodontogenic cyst/tumor - lesion diam% 1.25cm
D7461 Removal of benign nonodontogenic cyst/tumor - lesion dial eater than 1.25 cm
D7465 Destruction of lesion(s) by physical or chemical metho@ ..................................................................... B/R*
Excision of Bone Tissue
D7471 Removal of lateral exostosis (maxilla or MandibIe) ... ... ..o 524.00
D7472 Removal of torus palantinus.............c.c.c...... o s 524.00
D7473 Removal of torus mandibularis .................. Q ...................................................................................... 524.00
Surgical Incision
D7510 Incision and drainage of abscess - in (0] 1 {15151 L= TSR B/R*
D7520 Incision and drainage of abscess - L LT O TS B/R*
D7530 Removal of foreign body from , Skin or subcutaneous alveolar tiSSUE ..........cccvevvvreniieiinicierenese s B/R*
D7540 Removal of reaction-produgi ign bodies, musculoskeletal SYStem ..........ccocooiiiiieiiiinc s B/R*
D7550 Partial ostectomy/sequestre! or removal of NoN-vital BONE .........cccvcviviiiiic e B/R*
D7560 Maxillary sinusotomy f al of tooth fragment or foreign body ... B/R*
Treatment of Fractures-Simple \
D7610 Maxilla - ope re%’on (teeth immobilized, if PreSeNt) ... e B/R*
D7620 Maxilla - clos"e%Qd tion (teeth immobilized, if PreSeNnt) ..o B/R*
D7630 Mandible -§ o@ uction (teeth immobilized, if PreSeNnt) ... B/R*
D7640 Mandibl 8ged reduction (teeth immobilized, if PreSENt)........coooiiiiiiiii e B/R*
D7650 Malar*andonzygomatic arch - 0PEN FEAUCTION ...........c..cveeeereeveeereicees et sttt senens B/R*
D7660 Mal WWOT zygomatic arch - CloSed redUCTION. .......cccveieriiere s ene s B/R*
D7670 A - closed reduction, may include stabilization Of teeth............ccoccoiiiiiiini e B/R*
D7680 %ﬂ ones - complicated reduction with fixation and multiple surgical approaches.............cccccvveeieienennnn B/R*
Repair of Traumatic Wounds

D7910 Suture - up to 5¢cm (when performed in conjunction with extractions, this service is considered to be included

AS PArt OF tE EXIFACTION) .. .euiitiiiie e bbbt s e e b e bbb e bt e b e e e e besbesbenbe bt eneenes B/R*
Complicated Suturing (Reconstruction requiring delicate handling of tissues and wide undermining for meticulous closure)
D7911 Complicated SULUE = UP 105 CIM ...iiuiiieicee bbb bbb et b e ebns B/R*
D7912 Complicated SULUre - greater thaN 5 CIML........oiiiiiii e bbbt be bbb ens B/R*
Other Repair Procedures
D7960 Frenulectomy (frenectomy or frenotomy) - separate ProCEAUIE.........ucvereriererereseseseeeereee e sre e sre e seenens B/R*
D7970 Excision of hyperplastiC tiSSUE - PEI ArCh..........ciiiiiiiice e B/R*
D7971 EXCiSion OF PEriCOrONal GINQIVA .....cc.ciiiiiiiiiie ettt e e bt bbb e et e s et e b e b sbesbesbeane s B/R*
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Orthodontics

(Delta Dental’s allowances for all orthodontic procedures include all appliances, adjustments, insertion, removal and post
treatment stabilization (retention). Delta Dental will make an allowance for the cost of a standard orthodontic treatment when
specialized orthodontic appliances or procedures are chosen for aesthetic considerations)

Delta Dental Limited Orthodontic Treatment
D8010 Limited orthodontic treatment of the primary dentition ..o
D8020 Limited orthodontic treatment of the transitional dentitioN............coocuviiiiiiii i
D8030 Limited orthodontic treatment of the adolescent dentition............cccovvvviiiiiiic v
D8040 Limited orthodontic treatment of the adult dentition...........cccoovveeviiie e

Interceptive Orthodontic Treatment
D8050 Interceptive orthodontic treatment of the primary dentition ..........ccccccceveveiieninie s,
D8060 Interceptive orthodontic treatment of the transitional dentition ............cccccoeveevevercnnn,

Comprehensive Orthodontic Treatment
D8070 Comprehensive orthodontic treatment of the transitional dentition ..........c.cccoeo N e
D8080 Comprehensive orthodontic treatment of the adolescent dentition ..................

D8090 Comprehensive orthodontic treatment of the adult dentition......................

Minor Treatment to Control Harmful Habits
D8210 Removable applianCe therapy ......cccocierieieieiirrcererese e seeee s g 24 et ste e eseeseestesbesnesreaneeseesaessesreanens
(This procedure is an orthodontic service only, and is not eqw to a night guard, occlusal

orthotic device, bite guard or occlusal splint which are provi o*non-orthodontic purposes)

D8220 Fixed appliance therapy ........ccoceoveveiiiineineneseene \ ...................................................................... 0.00
Other Orthodontic Services
D8660 Pre-orthodoNntiC trEAMENT VISIT........ciiiiiiiieiieite e et esee sttt st sttt ettt e e e e sbe b s b e s be bt ene e e ebesaesbenbeaneas 0.00
(Equivalent to procedure D0150)
D8670 Periodic orthodontic treatment visit (as par (o1 S 0.00
(Delta Dental considers periodic treatmept Wsi® to be part of, and included in the contracted fees for,
limited, interceptive and comprehensive dontic treatment)
D8680 Orthodontic retention (removal of iarfces, construction and placement of retainer[s]) .......ccccevervrereenen. 0.00
D8690 Orthodontic treatment (alternativ. iNG 0 @ CONIACE TEE) ...vvcveeece e 0.00
D8693 Rebonding or recementing;,a pair, as required, of fixed retainers. ..o 0.00
D8999 Unspecified orthodontic er ................................................................................................................... B/R*
Adjunctive General Services
D9110 Palliative (emergw treatment of dental pain - MINOr ProCEAUIES .........ccvriiieieiere e 50.00
Anesthesia
D9220 Deep sedati neral anesthesia - first 30 MINULES...........cooiiiiiiiieii e 143.00
D9221 Deep j eneral anesthesia - each additional 15 MINULES...........ccoiiiiiiiiiiiee e 31.00
D9241 Intra onscious sedation/analgesia - first 30 MINULES.........cccovviiieieiiese e 157.00
ous conscious sedation/analgesia - each additional 15 MINULES........c.cceveveviriere s 29.00

D9242 In@‘
Professio nstltation (Delta Dental considers this procedure to be for a consultation by a specialist whose opinion or
advice has beemrequested regarding a specific problem when routine diagnostic procedures have been performed by a
general dentist and the treatment is not provided by the specialist).

D9310 Consultation - diagnostic service provided by Provider or physician other than requesting Provider
(o g o112 [ = o OSSR 54.00

Miscellaneous Services
D9930 Treatment of complications (post-surgical) - unusual CIFCUMSTANCES ..........coceiiririiinireee e B/R*

*By Report — Delta Dental will determine the maximum allowance based on a narrative report submitted by the Provider.

NOTE: The procedures described and allowances indicated on this table are subject to the terms of the Contract and
Delta Dental processing policies and may be limited or excluded.
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Note: The above codes and nomenclature are copyright of the American Dental Association. Notes in italic type have been
added by Delta Dental for clarification of its processing policies with respect to these procedures and are not part of the ADA’s
nomenclature.
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Page 1: Comment [D1] delta 5/28/2009 6:21:00 AM
The Contractholder’s name is entered as it appears on the Application.

Page 1: Comment [D2] delta 5/28/2009 6:21:00 AM
Standard is to issue an electronic file to Contractholder; however, if printed certificates are negotiated, this
sentence would be used and sentence associated with D3 would be deleted.

Page 1: Comment [D3] delta 6/17/2009 11:20:00 AM
Delta Dental’s standard option; however, if the Contractholder negotiates printed certificates, this
is deleted and sentence associated with comment D2 is used. o\

Page 1: Comment [d4] dpcwr5 5/28/20096;24:00 AM
Standard Contract Year is 12 months but it would be changed to match what the client re n
Application provided Underwriting approves.

Page 1: Comment [D5] delta 09 6:21:00 AM
This sentence is used when the Application indicates that Benefits accumulate op tract Year basis.

Page 1: Comment [D6] dpcxr5 UI28/2009 6:21:00 AM
Include if domestic partners are to be covered; otherwise, delete.

Page 1: Comment [d7] dpcxr5 5/28/2009 6:21:00 AM
Employee will be the standard; however, reference will be changm' ember" if the Contract is sold to
other than an employer group. This change would be made thr this document.

Page 1: Comment [D8] delta 5/28/2009 6:21:00 AM
Use "Member" for association Contracts; change "Emplggee” to "Member" throughout Contract where

applicable. Include "retiree" if retirees are t overed; delete if retirees are not covered.
*

Page 1: Comment [d9] W 5/28/2009 6:21:00 AM
Use when PPO/PPO

Page 1: Comment [d10] dpdjr5 5/28/2009 6:21:00 AM
Use when PPO/Program Allowance

Page 1: Comment [d11] é dpdjr5 5/28/2009 6:21:00 AM
Use when Table of AIIowances

Page 1: Comment [D12 delta 5/28/2009 6:21:00 AM
Delete if plan sold is not Ta fAIIowance

Page 1: COmmen%’ delta 5/28/2009 6:21:00 AM

ntractholder submits eligibility with hardcopy enrollment forms or electronically

Use this option
(tape/ Excel)

Page 1: [d14] dpdjr5 5/28/2009 6:21:00 AM
10" is

but may be adjusted based on Contractholder specifications.

omment [d15] dpdjr5 5/28/2009 6:21:00 AM
is option when the Contractholder submits eligibility through the web site.

Page 1: Comment [D16] delta 5/28/2009 6:21:00 AM
This wording is variable and will be customized for each Contractholder based on information provided in
Application under plan requirements and/or special requests.

Page 1: Comment [D17] delta 5/28/2009 6:21:00 AM
Include if domestic partners are to be covered. If same sex partners are to be covered change references
from "Domestic" to "Same Sex" throughout; otherwise, delete.

Page 1: Comment [DJS18] Debbie 6/17/2009 11:51:00 AM
Variable depending on Contractholder and/or state regulation.



Page 1: Comment [D19] delta 5/28/2009 6:21:00 AM
Include if children of domestic partners are to be covered; otherwise, delete.

Page 1: Comment [D20] delta 5/28/2009 6:21:00 AM
Include if Underwriting approves delayed enrollment of children to beginning of Contract or Calendar year
after a child turns age 4. The age may change as negotiated and approved by Underwriting. Must
be section 125 and employees pay all of dependent premium. Choose Contract or Calendar Year
as indicated on approved application.

Page 1: Comment [D21] delta 5/28/2009 6:21:00 AM
Contract/Calendar Year is chosen based on the Application.

Contract/Calendar Year is chosen based on the Application.

y_4
Page 1: Comment [D22] delta 5/28/2009 6:2&&'@

Page 1: Comment [D23] delta 5/28/200 2%:00 AM
Variable. Keep this sentence if Contractholder will pay 100% of premiums for employee ependent.
If employee has to contribute for both/either, delete.

Page 1: Comment [D24] delta 2009 6:21:00 AM
Include if Contractholder is contributing 100% of premiums for dependents; o?e\ is€, delete.

Page 1: Comment [D25] delta /572872009 6:21:00 AM
Include if Contractholder is contributing 100% of premiums for dependerig: gfherwise, delete.

Page 1: Comment [D26] delta Q 5/28/2009 10:44:00 AM
a section 125 plan. If

This option is Delta Dental’s standard and is used if group doesﬂ%
Contractholder is contributing 100% toward Employees’ cost rage or has a section 125 plan, this
option is deleted.

Page 1: Comment [D27] deth 5/28/2009 6:21:00 AM
Use this option if there is a 125 plan. Delete this op j here is not a section 125 plan or if the
Contractholder is contributing 100% t% ployees’ cost of coverage.
Page 1: Comment [D28] MerS 5/28/2009 10:44:00 AM
This option is Delta Dental’s standard and if group does not have Section 125 plan. If
Contractholder is contributin @oward Dependents’ cost of coverage or has a Section 125
plan, this option is deleted. {

o N\
Page 1: Comment [D29] \\U ) delta 5/28/2009 6:21:00 AM
This option is used if there i lan. Delete this option if there is not a section 125 plan or if the
Contractholder is ibuting 100% toward Dependents’ cost of coverage.

Page 1: Comment [ delta 5/28/2009 6:21:00 AM
Choose Contract or ar Year as appropriate.

Page 1: Com@ﬁ?ﬂ] delta 5/28/2009 6:21:00 AM

Choose C Calendar Year as appropriate.

Page 1 minent [d32] dpcxr5 5/28/2009 6:21:00 AM
thisSpptigniis used if there is a 125 plan and Underwriting approves delayed enrollment of children to
irking of Contract or Calendar Year after child turns age 4. The age may change as negotiated and
approved by Underwriting.

Page 1: Comment [D33] dpcxr5 5/28/2009 10:44:00 AM
Delta Dental’s standard where one spouse may be covered as Primary Enrollee and also as a dependent of
other if both are employees; children may only enroll under one parent.

Page 1: Comment [D34] dpcxr5 5/28/2009 6:21:00 AM
Option where one spouse may be covered as a Primary Enrollee and also as a dependent of other if both are
employees; children may be covered under one or both parents.

Page 1: Comment [D35] dpcxr5 5/28/2009 6:21:00 AM



Option where one spouse may not be covered as a dependent of other if both are employees; children may
be enrolled under only one parent.

Page 1: Comment [D36] dpcxr5 5/28/2009 6:21:00 AM
Option where one spouse may not be covered as a dependent of other if both are employees; children may
be enrolled as dependents under one or both parents.

Page 1: Comment [D37] dpcxrs5 5/28/2009 6:21:00 AM
Use wording in brackets only if approved by Underwriting.

Page 1: Comment [d38] dpdjr5 5/28/2009 6:21:00 AM
Include if Contractholder selects this provision. 31 days is standard but different time frames may be used
at the Contractholder’s request. %

Page 1: Comment [D39] delta 5/28/2009 AM

Insert bracketed item if client requests that employees on approved leave of absence be allo i
coverage.

Page 1: Comment [D40] delta 5/ 099 6:21:00 AM
Choose Contract or Calendar Year as appropriate.

Page 1: Comment [D41] delta @28/2009 6:21:00 AM
Choose Contract or Calendar Year as appropriate. D

Page 1: Comment [D42] dpcxr5 S’ 5/28/2009 6:21:00 AM
Use if coverage is effective first day of month. Q

Page 1: Comment [D43] dpexrs '\\.‘ 5/28/2009 6:21:00 AM
Use if coverage is based on date of hire. \$

Page 1: Comment [D44] delt 5/28/2009 6:21:00 AM
Choose Contract or Calendar Year as appropriate. b

Page 1: Comment [d45] M 5/28/2009 6:21:00 AM
Would be used for employer/employee group leted if sold to an association.

Page 1: Comment [d46] - dpcxr5 5/28/2009 6:21:00 AM
Standard is "of employment™ for emplo@ps. Other wording would be used if sold to an association

group.

N
Page 1: Comment [D47] U delta 5/28/2009 6:21:00 AM
Use if coverage terminates e onth.
«
Page 1: Comment [d48] N\ dpcxr5 5/28/2009 6:21:00 AM

Standard is "of emwv' or employer groups. Other wording would be used if sold to an association
group

AN

Page 1: Com wmg] delta 5/28/2009 6:21:00 AM

Use if coverag%‘ inates date employment ends.
y 3

Page 1 mMent [d50] dpcxr5 5/28/2009 6:21:00 AM
Woul luded in all employer groups and deleted if sold to an association.
“Pogl) 1: Comment [d51] dpcxr5 5/28/2009 6:21:00 AM
Would be included in all employer groups and deleted if sold to an association.

Page 1: Comment [D52] delta 5/28/2009 6:21:00 AM
Use this item if approved Application indicates Contractholder has dual coverage; otherwise, delete.

Page 1: Comment [D53] delta 5/28/2009 6:21:00 AM
Use this item if the approved Application indicates dental coverage is tied to medical coverage; otherwise,

delete.
Page 1: Comment [DJS54] Debbie 6/17/2009 3:22:00 PM

Use this item if the approved Application indicates the Flexible Dual Choice option; otherwise, delete.



Page 1: Comment [D55] delta 5/28/2009 6:21:00 AM
First paragraph is used if enrollees are to be added date of hire or day following completion of eligibility.
Second paragraph is used if enrollees are to be termed date of hire or day following completion of
eligibility. Use both paragraphs if approved Application indicates eligibility effective date as day
following completion of eligibility period or date of hire.

Page 1: Comment [D56] delta 5/28/2009 6:21:00 AM
Standard premium paragraph.

Page 1: Comment [d57] dpcwr5 5/28/2009 6:21:00 AM
Use if premiums are paid in arrears; otherwise, delete and use standard paragraph from comment 54.

o~

Page 1: Comment [D58] dpcxr5 5/28/2009 6:21&&'@
May be increased to 180 days if approved by Underwriting.

Page 1: Comment [d59] dpcwr5 5/28/200@\00 AM
May be increased to 180 days if approved by Underwriting.

Page 1: Comment [D60] delta 5/, 089 6:21:00 AM
Standard is for this item to stay; however, delete it if section 3.06 is deleted.

Page 1: Comment [D61] delta 28/2009 6:21:00 AM
Standard is for this item to stay; however, modify statement if section 3. 0(' .07 are deleted.

Page 1: Comment [D62] delta S’ 5/28/2009 10:44:00 AM
This section is Delta Dental's standard; however, it could be chan éﬂﬂeleted at Contractholder’s request
with Underwriting approval. K

Page 1: Comment [D63] delta 5/28/2009 10:44:00 AM
Fifteen percent is Delta Dental’s standard; however, it could hanged at Contractholder’s request with
Underwriting approval.

Page 1: Comment [D64] @ 5/28/2009 6:21:00 AM
Variable - The Benefits, limitations and exclusi \ is section are variable and would be included or
deleted based on approved Applicati ments show common variable choices.

Page 1: Comment [d65]
Standard is to refer to Appendix A; h
coinsurance information would ee\

dpcxr5 6/18/2009 3:24:00 PM
el*if the group purchases one of the incentive plans the

in Section 4.04 below accordingly. Please refer to comment
D149.

VN
Page 1: Comment [d66] N\ dpexrs 6/18/2009 3:26:00 PM
Standard is to include Wor@N owever if the group purchases one of the incentive plans this wording
would be replaced t@ applicable coinsurance information for the incentive plan purchased. See
comment D1490. &

Page 1: Com 67] dpcxr5 5/28/2009 6:21:00 AM
Standard |3 (@nodontlcs to be a Basic benefit. However, this would be changed to Periodontic or Major
her than Basic.

ﬂacmment [D68] dpexr5 5/28/2009 6:21:00 AM
1% sealants are covered under D&P rather than the standard basic. If covered as standard Basic this

item would be deleted. Contractholder may remove.

Page 1: Comment [D69] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D70] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D71] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D72] dpcxr5 5/28/2009 6:21:00 AM



Standard. If sealants are covered under D&P this item would be deleted. Contractholder may remove.

Page 1: Comment [D73] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D74] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D75] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D76] dpcxr5 5/28/2009 6:21:00 AM
Standard is Basic; but Contractholder may change or remove.

Page 1: Comment [D77] dpcxr5 5/28/2009 6&;&

Standard is Basic; but Contractholder may change or remove.

oA
Page 1: Comment [D78] dpcxr5 5/28/&%&1:00 AM

Standard is Major; but Contractholder may change or remove.

Page 1: Comment [D79] dpcxr5 09 6:21:00 AM
Standard is Major; but Contractholder may change or remove. If Contracthold sot want to cover
implants reference to implants would be removed. Vo
Page 1: Comment [D80] delta \} 5/28/2009 6:21:00 AM

This optional benefit would be included if the Contractholder chosg tgspurchase this coverage for its
Enrollees. . &

Page 1: Comment [D81] delta \V 5/28/2009 6:21:00 AM
This optional benefit would be included if the Contracthold e to purchase this coverage for its

enrollees.
A
Page 1: Comment [D82] \ 5/28/2009 6:21:00 AM
Include if separate Implant Benefit is purchasec&;\

Page 1: Comment [d83] Npdjrs 5/28/2009 6:21:00 AM
This optional benefit would be included& tractholder chose to purchase this coverage for its
enrollees.

Page 1: Comment [D84] N dpcxr5 5/28/2009 6:21:00 AM

Standard is 12 months; howeve \@ would also include on Calendar Year or Contract Year basis.

Page 1: Comment [d85] - dpdjr5 5/28/2009 6:21:00 AM
If Contractholder wants CCN ite restorations covered on posterior teeth use period. If keeping standard

Page 1: Commep&IRS6 delta 5/28/2009 6:21:00 AM
Standard is to i ‘@ composite wording here; however, some groups may request that the Contract cover
cel restorations on posterior teeth.

V)

Page 1. mMent [D87] delta 5/28/2009 6:21:00 AM
m@s standard. May also be calendar year or other time periods requested by Contractholder.

dditional cleanings/exams may also be requested
Page 1: Comment [d88] dpcwr5 5/28/2009 6:21:00 AM
If periodontal is covered as other than Basic, change this sentence accordingly.

Page 1: Comment [d89] dpdjr5 5/28/2009 6:21:00 AM
Five years is standard; however 3 years is an option and other time periods may be requested by
Contractholder.

Page 1: Comment [d90] dpcwr5 5/28/2009 6:21:00 AM



Once each 12 months for Enrollees 18 and older and twice each 12 months for Enrollees under 18 is
standard; however, Calendar Year or other time periods may be requested by Contractholder.
Contractholder may also request different number of x-rays.

Page 1: Comment [D91] delta 5/28/2009 6:21:00 AM
Standard is to cover fluoride to age 19; however, Contractholder may request it be limited another age or to
cover all (delete limitation if all covered).

Page 1: Comment [D92] delta 5/28/2009 10:44:00 AM
14 is Delta Dental’s standard but another age may be requested by Contractholder.

Page 1: Comment [D93] delta 5/28/2009 6:21:00,AM
Use if sealants are covered under D&P rather than the standard basic. If sold as standard basic ber&
item would be deleted. (\

Page 1: Comment [D94] delta 5/28/200 2%:00 AM
Age and time limits for sealants may vary based on request by Contractholder. Contracth ay
remove.
Page 1: Comment [D95] delta A&z‘oog 6:21:00 AM
Use if sealants are covered under standard Basic. If sold as D&P this item wou eted.
Page 1: Comment [d96] dpexr5 No/5/28/2009 6:21:00 AM

Age and time limits for sealants may vary based on request by Contracthdider/' Contractholder may
remove.

Page 1: Comment [D97] delta ¢ 5/28/2009 6:21:00 AM
Time limit for restorations may be changed based on Contrac 'S request.

Page 1: Comment [DJS98] Debbie ™~ 6/17/2009 12:05:00 PM
Standard is to cover as Major; however Contractholder@request as Basic. Contractholder may remove.

Page 1: Comment [d99] +d 3 5/28/2009 6:21:00 AM

Include if Endodontics covered under Basic. M \ imitations on Major Benefits” if Contractholder
covered under Major. Contractholder may rem.

.~ dpdjr5 5/28/2009 6:21:00 AM
ic*Move to "Limitations on Major Benefits" if Contractholder
imitation is 3 or 5 years but other time periods may be requested

Page 1: Comment [d100]
Include if Periodontics covered under,
covered under Major. Standard sur
by Contractholder. é\

h

Page 1: Comment [D101] N dpcxr5 5/28/2009 6:21:00 AM
Standard options for w and inlay/onlay restoration time limits are 5 or 9 years; however, it may be
changed t&& Contractholder’s request. Contractholder may remove.

Page 1: Com 102] dpdjrs 5/28/2009 6:21:00 AM
Delete if i re not covered or covered as separate category. If deleted, reference to implants would
be deleteddtr emainder of section.

Pdyel ¥ Pomment [D103] dpcxrs 5/28/2009 6:21:00 AM
rd options for prosthodontic time limits are 5 or 9 years; however, it may be changed based on
Con

tractholder’s request

Page 1: Comment [DJS104] Debbie 6/17/2009 12:06:00 PM
Include if implants are covered.

Page 1: Comment [DJS105] Debbie 6/17/2009 12:08:00 PM
Include if implants are covered.

Page 1: Comment [d106] dpdjr5 5/28/2009 6:21:00 AM
Include this exclusion if missing teeth are not covered. Delete this exclusion if missing teeth are covered.

Page 1: Comment [D107] dpcxr5 5/28/2009 10:44:00 AM



Option “under a Delta Dental program” is standard; however, “prior plan” wording is also used if replacing
another group dental plan.

Page 1: Comment [d108] dpdjr5 5/28/2009 6:21:00 AM
Include if implants are not covered.

Page 1: Comment [D109] delta 5/28/2009 6:21:00 AM
Would be included if Orthodontic Benefits are purchased.

Page 1: Comment [d110] dpdjr5 5/29/2009 3:00:00 PM
Lifetime is standard; however, other options are available if selected by Contractholder including Calendar
Year and Contract Year.

Page 1: Comment [d111] dpdjr5 6/24/2009 4:2%5
Standard is two (2) payments — 50% at the banding date and 50% in 12 months. Other paymentdfe cies
may be requested by the Contractholder. g,

Page 1: Comment [D112] delta 5/28 Y :21:00 AM
Use if Ortho Benefit is covered for children only. Include full-time students if indica n¥Application.

Page 1: Comment [D113] delta @?2009 6:21:00 AM
Would be included if TMJ Benefits are purchased. O

ﬁ 4

Page 1: Comment [D114] delta 6/17/2009 12:28:00 PM

Include if a separate Implant Benefit is purchased. 5 years is standard tim&ﬁ?ne; however, time limit may

be changed based on Contractholder's request if approve@derwriting.

Page 1: Comment [D115] delta >’ 5/28/2009 6:21:00 AM
Would be included if Accidental Dental Injury Benefits are @s d.

Page 1: Comment [D116] dpexr 5/28/2009 6:21:00 AM
Include if implants are covered.
P . V. \
Page 1: Comment [D117] ﬁ;& 5/28/2009 10:44:00 AM
Include prior plan wording if we are replacin group dental plan. Use any Delta Dental program

wording if not replacing, which is standard.

Page 1: Comment [D118] dpcxr5 5/28/2009 6:21:00 AM
Include this exclusion if missing teettNarewot covered. Delete this exclusion if missing teeth are covered.
AN\
Page 1: Comment [d119] () dpdijrs 5/28/2009 6:21:00 AM
Include if implants are not co
P SO
Page 1: Comment [d120] N\ dpdjr5 5/28/2009 6:21:00 AM

Include if Table of Al
&

Page 1: Comme

‘nce program; otherwise, delete this item.

] dpcxr5 5/28/2009 6:21:00 AM
Contractholder did not want to cover oral surgery, general anesthesia or IV sedation,
eatment or sealants; otherwise, delete. Changes would be made if Contractholder does
to exclude all services.

W)‘mment [D122] dpexr5 5/28/2009 6:21:00 AM
u included if Contractholder did not want to cover endodontics; otherwise, delete.

Page 1: Comment [D123] delta 5/28/2009 6:21:00 AM
Would be included if Contractholder did not want to cover periodontics; otherwise, delete.

Page 1: Comment [D124] delta 5/28/2009 6:21:00 AM
Would be included if Contractholder did not want to cover restorative treatment; otherwise, delete

Page 1: Comment [D125] delta 5/28/2009 6:21:00 AM
Would be included if Contractholder did not want to cover denture repairs; otherwise, delete.

Page 1: Comment [D126] delta 5/28/2009 6:21:00 AM
Would be included if Contractholder did not want to cover crowns, and inlays/onlays otherwise, delete.



Page 1: Comment [D127] delta 5/28/2009 6:21:00 AM
Would be included if Contractholder did not want to cover prosthodontics; otherwise, delete.

Page 1: Comment [D128] delta 5/28/2009 6:21:00 AM
Choose correct option as indicated on the approved Application.

Page 1: Comment [D129] delta 5/28/2009 6:21:00 AM
Use if Application indicates Deductible is on a Contract or Calendar Year basis.

Page 1: Comment [D130] dpcxr5 5/28/2009 6:21:00 AM
Use if Application indicates Deductible is based on lifetime of Enrollee.

Page 1: Comment [D131] delta 5/28/2009 6:21:0@
Standard COB

Page 1: Comment [D132] delta 5/28/2009 Q&) AM
Non-Duplication COB

Page 1: Comment [D133] delta 7/ @1.44.00 PM
12 months is standard; however, group may request and Underwriting may apprm@ ced time frame

down to 90 days.
~ 0O

Page 1: Comment [DJS134] Debbie ‘ ?v7/10/2009 1:44:00 PM
12 months after Contract Term is standard unless UW approves different r ut period; however, a group
could ask for and Underwriting approve a shorter run-out time do days

Standard is to issue an electronic file to Contractholder; how he Contractholder negotiates printed

Page 1: Comment [D135] dpcxr5 6/17/2009 3:41:00 PM
certificates, this sentence is kept and sentence asso& with D138 is deleted.

6/17/2009 3:41:00 PM
t ated delete this option and use option D137.

Page 1: Comment [D136] dpc
Standard option; however, if printed certificates are

Page 1: Comment [d137] 5 5/28/2009 6:21:00 AM
This section is a standard provision that m @moved at Contractholder’s request.

Page 1: Comment [D138] delta 5/28/2009 6:21:00 AM
Include this section when client submﬁ igibility using web management.

Page 1: Comment [d139] \©) dpdjrs 5/28/2009 6:21:00 AM
Standard is to exclude. Inclu@ uested by Contractholder.

§
Page 1: Comment [d140]\\ dpcwr5 5/28/2009 6:21:00 AM

60 days is standard bu change if requested by Contractholder and approved by Underwriting.

Page 1: Comme dpcwr5 5/28/2009 6:21:00 AM

t may change if requested by Contractholder and approved by Underwriting.

31 days is stan
Page 1: % t [d142] dpewr5 5/28/2009 6:21:00 AM
is'&ta

ard but may change if requested by Contractholder and approved by Underwriting.

omment [D143] delta 5/28/2009 6:21:00 AM
f Allowance would be included if Table of Allowance is purchased.

Page 1: Comment [D144] delta 5/28/2009 6:21:00 AM
Appendix to the Application would be included if Underwriting provides it or approves a change to the
Application.

Page 1: Comment [D145] delta 5/28/2009 6:21:00 AM
Information will be completed for Contractholder Name, address, group number, effective date and
Contract Term, based on the approved Application.

Page 1: Comment [d146] dpcxr5 5/28/2009 6:21:00 AM



This option if program is PPO/PPO or PPO/Program Allowance; this is the standard. Delete if one of the
other options is purchased.

Page 1: Comment [d147] dpcxr5 7/13/2009 3:11:00 PM
Wording would be added to the bulleted items under Section 4.04 if one of the following Program
options is purchased:

Standard Incentive Plan:
Delta Dental shall pay or otherwise discharge the following Contract Benefit Level of the Maximum
Contract Allowance for the following services:

Contract Benefit Level
In-Network Out-of-Network
Premier Non-Delta Dental

XX% XX% XX% during the Enrollee’s first year @Q

XX% XX% Xx% during the Enrollee’s second year,

xx% xx% Xx% during the Enrollee’s third year

XX% XX% XX% during the Enrollee's fourth coverage
and

thereafter.

Benefits will increase each year if the Enrollee utilizes the Benefitf'o tQan. If the plan is not
utilized the benefit level will either remain at the attained level, drog to zhe next lowest level or drop

to the base level; under no circumstances would it fall below a hase benefit level. Percentages could
be between 0 and 100% In and out of network benefits ma t not any more than twenty-five
percent (25%). [Benefits for Enrollees with a break-in-c ill decrease to the base level.]

Partial Benefit Incentive Plan for part-time emponee@
Delta Dental shall pay or otherwise discharge the following Contract Benefit Level of the Maximum
Contract Allowance for the following services:

Contract Benefit Level ;\§O

In-Network Out-of-Network
Premier Non-Delta
XX% XX% during the Enrollee’s first year
Xx% XX% % during the Enrollee’s second year
XX% XX% 0 during the Enrollee's third year
XX% XX% &xx% during the Enrollee’s fourth year of coverage
O and thereafter.

Benefits will incre @year if the Enrollee utilizes the Benefits of the plan. If the plan is not
utilized the benefit& ill wither remain at the attained level, drop to the next lowest level or
drop to the bas el; under no circumstances would it fall below a base benefit level. Percentages
could be bem and 100% In and out of network benefits may vary but not any more than up to
twenty-fi nt (25%). [Benefits for Enrollees with a break-in-coverage will decrease to the
base level:

ember Incentive Plan:
ntal shall pay or otherwise discharge the following Contract Benefit Level of the Maximum

En
D
A act Allowance for the following services:

Contract Benefit Level

In-Network Out-of-Network
Premier Non-DeltaDental
XX% XX% XX% during the Primary Enrollee’s first year
XX% XX% XX% during the Primary Enrollee’s second year
XX% XX% XX% during the Primary Enrollee’s third year
XX% XX% XX% during the Primary Enrollee's fourth year

of coverage and thereafter.

Benefits will increase on the anniversary of the Primary Enrollee’s Effective Date of Coverage
under this Contract. Percentages could be between 0 and 100% In and out of network benefits may



vary but not any more than twenty-five percent (25%). [Benefits for Enrollees with a break-in-
coverage will decrease to the base level.]

Page 1: Comment [D148] delta 7/13/2009 3:11:00 PM
Benefits vary by group coinsurance %. Options are 0% to 100%. In and out of network benefits may vary
but not any more than twenty-five percent (25%). May be sold as a high/low program where
percentages would be different. Enrollee would only be covered under one option at any given
year. Basic, Major, Ortho and TMJ and implants may be deleted if not included in plan design
chosen by the client.

Page 1: Comment [d149] dpcxr5 6/17/2009 1:02:002M
Use this option if program is PPO with Table of Allowances. s{%

Page 1: Comment [D150] delta 7/13/2009 3?0'w

Benefits vary by group coinsurance %. Options are 0% to 100%.In and out of network benef; vary
but not any more than twenty-five percent (25%). May be sold as a high/low pr here
percentages would be different. Enrollee would only be covered under one o tany given
year. Ortho and TMJ and implants may be deleted if not included in plan hosen by the

client.
P \
Page 1: Comment [d151] dpdjr5 U/28/2009 6:21:00 AM
Include if Contractholder selects a "Late Entrant Provision™, otherwise delete; 12 months is standard but

other time frames may be requested by Contractholder.

v 7/13/2009 3:11:00 PM

Page 1: Comment [D152] delta . xd
Benefits vary by group coinsurance %. Options are 0% to 100% \ out of network benefits may vary
but not any more than twenty-five percent (25%). M& sold as a high/low program where
percentages would be different. Enrollee would gonly B2 covered under one option at any given
year. Basic, Major, Ortho and TMJ may be deé&if not included in plan design chosen by the
Contractholder.

L 2
e ‘

Page 1: Comment [D153] Qlta 5/28/2009 6:21:00 AM

Include if waiting periods apply; otherwise,
A

Page 1: Comment [d154] N dpcwr5 5/28/2009 6:21:00 AM
Standard — dependent waiting period ( ermined by his/her own length of coverage.

Page 1: Comment [d155] h dpcwr5 5/28/2009 6:21:00 AM
Time period options for all Wji\ riods is 6 months to 36 months.

Page 1: Comment [d156]% N\ dpcwr5 5/28/2009 6:21:00 AM
Include this sentence Cdntractholder client has prior coverage.

5 dpcwr5 5/28/2009 6:21:00 AM
Nonstandard — a¥perigent waiting period is tied to Primary Enrollee’s length of coverage

Page 1 (o [d158] dpcwr5 5/28/2009 6:21:00 AM
Time peri 1ons for all waiting periods is 6 months to 36 months.
P e'@xmment [d159] dpcwr5 5/28/2009 6:21:00 AM
e this sentence when Contractholder has prior coverage.
Page 1: Comment [d160] dpcwr5 5/28/2009 6:21:00 AM

Standard — dependent waiting period is determined by his/her own length of coverage.

Page 1: Comment [d161] dpcwr5 5/28/2009 6:21:00 AM
Time period options for all waiting periods is 6 months to 36 months.

Page 1: Comment [d162] dpcwr5 5/28/2009 6:21:00 AM
Include this sentence when Contractholder client has prior coverage.

Page 1: Comment [d163] dpcwr5 5/28/2009 6:21:00 AM
Nonstandard — dependent waiting period is tied to Primary Enrollee’s length of coverage.



Page 1: Comment [d164] dpcwr5 5/28/2009 6:21:00 AM
Time period options for all waiting periods is 6 months to 36 months.

Page 1: Comment [d165] dpcwr5 5/28/2009 6:21:00 AM
Include this sentence when Contractholder has prior coverage.

Page 1: Comment [d166] dpcwr5 5/28/2009 6:21:00 AM
Standard — dependent waiting period is determined by his/her own length of coverage.

Page 1: Comment [d167] dpcwr5 5/28/2009 6:21:00 AM
Use if only dependent children are covered under Orthodontic Benefits.

Page 1: Comment [d168] dpcwr5 5/28/2009 6:21:0@
Time period options for all waiting periods is 6 months to 36 months.

Page 1: Comment [d169] dpcwr5 5/28/2009.6°21:00 AM
Include this sentence when Contractholder has prior coverage.

Page 1: Comment [d170] dpcwr5 5/2 9°6:21:00 AM

Nonstandard — dependent waiting period is tied to Primary Enrollee’s length of cov

Page 1: Comment [d171] dpcwr5 28/2009 6:21:00 AM
Use if only dependent children are covered under Orthodontic Benefits. Vo O

Py

Page 1: Comment [d172] dpcwr5 U 5/28/2009 6:21:00 AM

Time period options for all waiting periods is 6 months to 36 mont@o

5/28/2009 6:21:00 AM
Include this sentence when client has prior coverage.

Page 1: Comment [d173] dpcwr5 0\\'

Page 1: Comment [d174] dpcwr5 “ 5/28/2009 6:21:00 AM
Standard — dependent waiting period is determined by @Qr own length of coverage.

Page 1: Comment [d175] od 5 5/28/2009 6:21:00 AM
Time period options for all waiting periods is 6& 0 36 months.

Page 1: Comment [d176] { /VYdpcwrs 5/28/2009 6:21:00 AM
Include this sentence when Contracthold ior coverage.

Page 1: Comment [d177] &\ " dpowrs 5/28/2009 6:21:00 AM
Nonstandard — dependent waiti @ is tied to Primary Enrollee’s length of coverage.

Page 1: Comment [d178] o dpcwr5 5/28/2009 6:21:00 AM
Time period options for a@ periods is 6 months to 36 months.

Page 1: Comment [d - dpcwr5 5/28/2009 6:21:00 AM
Include this senten client has prior coverage.

P _ N

Page 1: Comment ISO] dpcwr5 5/28/2009 6:21:00 AM
Standard —d t waiting period is determined by his/her own length of coverage.

Page 1: Gontment [d181] dpcwr5 5/28/2009 6:21:00 AM
Tin‘ options for all waiting periods is 6 months to 36 months.

1: Comment [d182] dpcwr5 5/28/2009 6:21:00 AM

Include this sentence when client has prior coverage.

Page 1: Comment [d183] dpcwr5 5/28/2009 6:21:00 AM
Nonstandard — dependent waiting period is tied to Primary Enrollee’s length of coverage.

Page 1: Comment [d184] dpcwr5 5/28/2009 6:21:00 AM
Time period options for all waiting periods is 6 months to 36 months.

Page 1: Comment [d185] dpcwr5 5/28/2009 6:21:00 AM
Include this sentence when Contractholder has prior coverage.

Page 1: Comment [d186] dpdjr5 5/28/2009 6:21:00 AM



Standard — deductible the same for both in- and out-of-network; program option available for different
deductibles in- and out-of-network if allowed by state regulations and selected by Contractholder. If an
Enrollee switches between the In-Network and Out-of-Network Benefits during a Calendar Year the
Deductibles may be adjusted accordingly

Page 1: Comment [D187] delta 6/17/2009 12:28:00 PM
Use this option for individual deductible. Choose Contract or Calendar Year per application. Range for
individual deductible is $0 - $500. If no deductible applies, the variables would be deleted from the
Deductible section. If sold as a high/low plan, there could be a separate deductible for each option.

Page 1: Comment [D188] delta 5/28/2009 6:2 :O@
Will be taken from approved Application. Ranges are $0-$1500. 1’\'

Page 1: Comment [D189] dpcxr5 5/28/2009,6:1:00 AM
Include if group has separate lifetime Ortho deductible. Ranges are $0- $500. @

Page 1: Comment [D190] dpcxr5 5/2@6:21:00 AM

Include if Orthodontic Benefit has a separate Deductible. $0-$500 for calendar or t Year and $0-
$500 for lifetime. Would be indicated in special request section of Apgi tIoy.

Include if TMJ has a separate Deductible. $0-$500 for calendar or Contr r and $0-$500 for lifetime.

Page 1: Comment [D191] delta O)s/'zs/zoog 6:21:00 AM
tY
Would be indicated in special request section of Application.

Page 1: Comment [D192] delta - @ 5/28/2009 6:21:00 AM

for lifetime. Would be indicated in special request section o ication.

Include if Implant Benefits have a separate Deductible. $O_$SOEN endar or Contract Year and $0-$500

Page 1: Comment [d193] delt 5/28/2009 6:21:00 AM

Will be included if Deductible is waived and will aIsP* icate what services it is waived on.

Page 1: Comment [D194] 5/28/2009 6:21:00 AM
Include if there is fourth quarter carryover. W indicated in special request section of Application.
Page 1: Comment [d195] L/ delta 5/28/2009 6:21:00 AM
Include if there is Deductible takeover placing another group plan after January that is on a Calendar
year basis
s A
Page 1: Comment [D196] \U delta 5/28/2009 6:21:00 AM

Include if there is Deductibl er and replacing another group plan after January that has separate
calendar year Deductibles e or more of these Benefits.

Page 1: Commen [m i dpcxr5 5/28/2009 6:21:00 AM
Include if taking O\K er group plan that has separate lifetime Deductibles for one or more of these

Benefi ‘

Page 1:

[d198] dpdjrs 5/28/2009 6:21:00 AM
Standard &] mum the same for both in- and out-of-network; program option available for different
maxi - and out-of-network if allowed by state regulations and selected by Contractholder. The
%\ maximum amount payable each year for In-Network and Out-of-Network Benefits will not
exceed the maximum amount for In-Network Benefits. However, if only Out-of-Network Benefits are
used for the calendar year, the maximum will not exceed the Out-of Network maximum.

Page 1: Comment [D199] delta 5/28/2009 6:21:00 AM
Based on approved Application. Options are $ 500 - $5,000.

Page 1: Comment [d200] dpdjr5 5/28/2009 6:21:00 AM
Lifetime is standard but Contractholder may elect Contract Year or Calendar Year. $500 - $5,000.

Page 1: Comment [D201] dpcxr5 5/28/2009 6:21:00 AM
Include if separate TMJ benefit is sold; amount will be based on Application. $500 - $5,000 lifetime.



Page 1: Comment [D202] delta 5/28/2009 6:21:00 AM
Include if separate implant benefit is sold; amount will be based on Application. $500 - $5000 lifetime.

Page 1: Comment [D203] delta 5/28/2009 6:21:00 AM
Based on Application. Options are $0-$5,000.
Page 1: Comment [d204] dpdjr5 6/18/2009 3:35:00 PM

Woud be used when Contractholder purchases the option where D&P Benefits do not apply towards the
Enrollee's yearly maximum. Standard would be not to include this.

Page 1: Comment [D205] dpcxr5 5/28/2009 6:21:00 AM
Include if Application indicates maximum takeover on a calendar year group after January.

Page 1: Comment [D206] delta 5/28/2009 6: ZW
Include if taking over Orthodontic, TMJ or implant Benefits from prior carrier.

Page 1: Comment [D207] dpcxr5 5/28/200946:£1:00 AM
10 is standard but may go down to 5 with Underwriting approval.

Page 1: Comment [D208] dpcxr5 5 09 6:21:00 AM
Option that can be used when indicated to do so on Application. 30% is standard riable with

Underwriting approval.
g app - Q

Page 1: Comment [D209] delta ‘ a 5/28/2009 6:21:00 AM

Standard variables — other variables available at the request of the Contrac er — per approved

Application.

Page 1: Comment [D210] delta \ 5/28/2009 6:21:00 AM
Include this statement for small groups or other clients as dee @ cessary by Underwriting when
eligibility is DOH.

Page 1: Comment [D211] 5/28/2009 6:21:00 AM
This is a sample Table of Allowances. Procedures c‘ and maximum allowances will vary depending
on the plan purchased by the Contractholder.
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Contract Amendment

AMENDMENT NO: | [d1]

Group No.: | [d2]

Information on this form is variable

IT IS AGREED that the Contract effective | [d3] between DENTEGRA INSURANCE COMPANY and |
hereby AMENDED effective| [d5] as follows:
e

Except as AMENDED all terms and provisions of this Contract shall remain unchanged.

o em

Signature of Contractholder

DENTEGRA INSURANCE COMPANY

Anthony S. Barth, Vice Chairman

C-AMEND

[d4] is



C-AMEND 071009.dot

Main document changes and comments

Page 1: Comment [d1] dpcxr5 4/1/2009 9:43:00 AM
Add correct # based on previous amendments to the contract.

Page 1: Comment [d2] dpcxr5 2/18/2009 8:02:00 AM
Insert group humber

Page 1: Comment [d3] dpcxr5 2/18/2009 8:02:00 AM
Insert effective date of the group contract

Page 1: Comment [d4] dpcxr5 3/30/2009 4:27:00 PM
Insert Contractholder's name

Page 1: Comment [d5] dpcxr5 3/30/2009 4:27:00 PM

Insert date the change/revision is effective

Page 1: Comment [d6] dpcxr5 4/1/2009 9:43:00 AM
Insert appropriate variable from the PPO Contract that addresses the change requested by the group and
approved by Underwriting.

Page 1: Comment [d7] dpcxr5 3/30/2009 4:27:00 PM
Insert Contractholder's name

Header and footer changes

Text Box changes
Header and footer text box changes
Footnote changes

Endnote changes



Evidence of Coverage Amendment

AMENDMENT NO: | [d1]
Group No.: \ \[d2]

Information on this form is variable

IT IS AGREED that the Contract effective | [d3] between DENTEGRA INSURANCE COMPANY and |
hereby AMENDED effective | [d5] as follows:
el

Except as AMENDED all terms and provisions of the Certificate shall remain unchanged.

DENTEGRA INSURANCE COMPANY

(o=

Anthony S. Barth, Vice Chairman

E-AMEND

[d4] is



E-AMEND 071009.dot

Main document changes and comments

Page 1: Comment [d1] dpcxr5 2/18/2009 7:45:00 AM
Add correct # based on previous amendments to the conract.

Page 1: Comment [d2] dpcxr5 2/18/2009 7:45:00 AM
Insert group number

Page 1: Comment [d3] dpcxr5 2/18/2009 7:45:00 AM
Insert effective date of the group contract

Page 1: Comment [d4] dpcxr5 2/18/2009 8:01:00 AM
Insert Group's/Contractholder's name

Page 1: Comment [d5] dpcxr5 2/18/2009 7:46:00 AM
insert date the change/revision is effective

Page 1: Comment [d6] dpcxr5 4/1/2009 1:51:00 PM

Insert appropriate variable from the PPO EOC that addresses the change requested by the group and
approved by Underwriting.

Header and footer changes

Text Box changes
Header and footer text box changes
Footnote changes

Endnote changes
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APPENDIX TO THE GROUP APPLICATION

Information on this page is variable
Contract #: ’ ‘[dl]

For: ’ ‘[dZ]

(Name of Group)

IT IS AGREED that the Application between DENTEGRA INSURANCE COMPANY and
‘[dS] is hereby AMENDED as follows:

| 2

Except as AMENDED all terms and provisions of the Group Application shall remain unchanged.

DENTEGRA INSURANCE COMPANY

Add appropriate officer with signature

APPEN to AP



APPEN to AP (appendix to application).doc

Main document changes and comments

Page 1: Comment [d1] dpcxr5 2/18/2009 8:39:00 AM
Insert group number
Page 1: Comment [d2] dpcxr5 2/18/2009 8:39:00 AM
Insert Group's/Contractholder's name Q
Page 1: Comment [d3] dpcxrs 2/18/2009 8:39:00 AM 0
Insert Group's/Contractholder's name Re
Page 1: Comment [d4] dpcxr5 2/18/2009 8:39:Q0&/|

Insert corrected information here. This would include if the coinsurance, maxi ,
premiums, dependent ages, waiting periods, etc. were incorrectly indicated on the
application or the group's name was incorrect. ()

Header and footer changes

Text Box changes
Header and footer text box changes

Footnote changes




Underwritten by:

“' DENTEGRA
" /nsur@

Administered by:

O DELTA DENTAL ’@
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)
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N

www.deltadentalins.com.

Group No: [p2]
Effective Date: [p3]

Revised:[p4]
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[Group Name] Dental Plan Evidence of Coverage
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[Group Name] Dental Plan Evidence of Coverage

INTRODUCTION

We are pleased to welcome you to the group dental plan for [group name]. Your plan is underwritten by
Dentegra Insurance Company and administered by Delta Dental Insurance Company (collectively referred to as
“Delta Dental”).Our goal is to provide you with the highest quality dental care and to help you maintain good
dental health. We encourage you not to wait until you have a problem to see the Provider, but to see him/her on
a regular basis.

you make the most of your dental plan. It will help you understand how the plan works and h 0 8btain dental
care. Please read this booklet completely and carefully. Keep in mind that “you” and “your” he individuals

Using This Evidence of Coverage
This Evidence of Coverage booklet discloses the terms and conditions of your coverage and i%’%@d to help

who are covered. "We,” “us” and “our” always refer to Delta Dental. In addition, please r Definitions
section, which will explain any words that have special or technical meanings under th& C®ntract
The benefit explanations contained in this booklet are subject to all provisions of t ntract on file with your

d conditions of the
r omission from this booklet.

employer, trust fund, or other entity (“Contractholder”) and do not modify the te
Contract in any way, nor shall you accrue any rights because of any stateghent

receiving treatment. This information is not a guarantee of covered eflés, services or payments.
*

Notice: This booklet is a summary of your group dental program and it; accliracy should be verified before

Contact Us

For more information please visit our web site at www.deltadentains.com or call our Customer Service Center.
A Customer Service Representative can answer questio may have about obtaining dental care, help you
locate a Delta Dental Provider, explain benefits, chegk tus of a claim, and assist you in filing a claim.

You can access our automated information line a
information about Enrollee eligibility and benefit
Service Representative for assistance. If yo

the following address:
@% Dental Insurance Company
P.O. Box 1809

\Q Alpharetta, GA 30023-1809

-821-2651 during regular business hours to obtain
p benefits, or claim status, or to speak to a Customer
to write us with your question(s), please mail your inquiry to

A Anthony S. Barth, Vice Chairman

G-SLE-E-AR-09 1 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

GROUP HIGHLIGHTS

Plan[D5]:

[You have a Calendar Year plan and deductibles and maximums will be based upon a Calendar Year, which is
January 1st through December 31st.] [You have a Contract Year plan and deductibles and maximums will be
based upon a Contract Year, which is the [12[D6]] months starting on the Effective Date and each subsequent
12 month period thereafter.]

[Benefits: [D7] 5@

Contract Benefit Lefe

In-Network Out twork
PPO Premier on-Delta Dental

Diagnostic and Preventive Benefits: % % @ %
Basic Benefits: % @ %
Major Benefits: % %
Orthodontic Benefits: % 0/0 %
Temporomandibular Joint Dysfunction (TMJ) Benefits: % Q % %
% %

Implant Benefits: %

Dental Accident Benefits: M\? % %
Percentages are based on the Maximum Contract Allowance.] \

[Benefits[D8]:

We will pay the Maximum Contract Allowance up toth nts shown on the Table of Allowances, which is
attached at the end of this Evidence of Coverage, 7\\' agnostic & Preventive, Basic, Major, Implant and Dental
Accident Benefits. However, Delta Dental will paw centage of the Maximum Contract Allowance for the

following services:
&@ Contract Benefit Level

O In-Network Out-of-Network

PPO Premier Non-Delta Dental
Orthodontic Benefits: % % %
Temporomandibular Joint Dysfurigtion (TMJ) Benefits: % % %

Percentages are based &\@/Iaximum Contract Allowance.]
[Late Entrants:[D

L J

Benefits for Lat ts are limited until they have been enrolled in the Contract for [12] consecutive months.
Entrants paragraph in the Eligibility and Enroliment section for more information.

Please segt
A Contract Benefit Level

In-Network Out-of-Network
PPO Premier Non-Delta Dental

Diagnostic and Preventive Benefits: % % %
Basic Benefits: % % %
Major Benefits: % % %
Orthodontic Benefits: % % %
Temporomandibular Joint Dysfunction (TMJ) Benefits: % % %
Implant Benefits: % % %
Dental Accident Benefits: % % %

G-SLE-E-AR-09 2 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

Percentages are based on the Maximum Contract Allowance.]
[Waiting Periods:[D10]

» [[D11]Basic, Major, TMJ, Implant and Dental Accident Benefits are limited to Enrollees who have been
enrolled in the Contract for 12 consecutive months. [The waiting period for a Dependent Enrollee is
determined by the Primary Enrollee’s length of coverage.] [D12][Waiting periods are calculated for each
Primary Enrollee and/or Dependent Enrollee from the effective date reported by the Contractholder for said
Primary Enrollee and/or Dependent Enrollee.][D13]]

= [Orthodontic Benefits are limited to [dependent children of Primary Enrollees][D14] [Primary Enrollees and
their Dependents[D15]] who have been enrolled in the Contract for 12 consecutive months. [ iting
period for a Dependent Enrollee is determined by the Primary Enrollee’s length of coverag [Waiting
periods are calculated for each Primary Enrollee and/or Dependent Enrollee from the eff e Yate reported
by the Contractholder for said Primary Enrollee and/or Dependent Enrollee.][D17]] @

Deductible[d18]: @

[[D19] For each Enrollee per [Contract/Calendar] Year is $XX.] @

[[D20]For all family members per [Contract/Calendar] Year is $XXX.]

[[D21]The lifetime Deductible for each Enrollee is $XXX.] { ,

[[D22]0rthodontic Benefits are subject to a separate Deductible of £XXX [per Enrollee/per dependent child
enrollee] per [Calendar/Contract Year/lifetime.] .
[[D23]TMJ Benefits are subject to a separate Deductible of $ er Enrollee/per dependent child enrollee]

per [Calendar/Contract Yeatr/lifetime.]
Implant Benefits [D24]are subject to a separate Dedu@ of $ per Enrollee per [Calendar/Contract

Year/lifetime.
*
[[D25]The Deductible does not apply to Diagnostic@ventive Benefits or [Orthodontic/TMJ Benefits].]

[[D26]Any Deductible amount you satisfied duri last three (3) months of the year will be applied toward the
Deductible for the following year.]

[fTakeover Credit: \[D27]Any Deductibl
the Effective Date will be credited t

[Takeover Credit: [[D28] Any %J ibie you satisfied for [Orthodontic/TMJ] Benefits under the

tisfied under the Contractholder’s prior plan from January 1st to
e Deductible under the Contract.]

Contractholder’s prior plan from ary 1st to the Effective Date will be credited toward the Deductible under
the Contract.] [D29]Any lifetimge Déductible you satisfied for [Orthodontic/TMJ] Benefits under the
Contractholder’s prior pl e credited toward the lifetime Deductible under the Contract.]]

Maximum[d30

]:

*
» [[D31]The m@ payable each [Contract/Calendar] Year for Benefits is $XXX per Enrollee/Family.]
[[D32]th imum [lifetime/Calendar Year/Contract Year] amount per [dependent child] Enrollee for

Orthod§nti&Benefits is $XXX.]
[[D33] parate maximum amount payable [Contract/Calendar] Year for TMJ Benefits is $XX per Enrollee.]
[[D34]The lifetime maximum amount per Enrollee for Implant Benefits is $XXX.]

[[D35]The maximum payable each [Contract/Calendar] Year for Dental Accident Benefits is $ XXX per
Enrollee.]

* [The Maximum Amount does not apply to Diagnostic and Preventive Benefits.][d36]
[\Maximum Takeover Credit: \[D37]

We will receive credit for any amounts paid under the Contractholder’s previous dental care plan from January
1st to the Effective Date. These amounts will be credited toward the Calendar Year Maximum.]

G-SLE-E-AR-09 3 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

\[Lifetime Orthodontic/TMJ Takeover Credit:\[D38]

We will receive credit for any amounts paid under the Contractholder’s previous dental care contract, if
applicable, for [Orthodontic/TMJ Benefits]. These amounts will be credited toward the maximum amounts
payable for [Orthodontic/TMJ Benefits.]

[[D39]The Maximum Amount does not apply to Diagnostic and Preventive Services.]
Premiums[D40]:

You are [not] required to contribute towards the cost of your coverage.

You are [not] required to contribute towards the cost of your Dependent’s coverage. 9’\6

We may cancel the Contract [31] days after written notice to the Contractholder if monthly p s are not

paid when due. @
DEFINITIONS @

Terms when capitalized in your Evidence of Coverage booklet have defin gs, given in the section
below or throughout the booklet sections.

Accepted Fee: the amount the attending Provider agrees to accep@ment if full for services rendered.
*
tal

Benefits (In-Network or Out-of-Network): the amounts that Del \ will pay for dental services under the
Contract. In-Network Benefits are those covered by the Contr performed by a PPO Provider. Out-of-
Network Benefits are those covered by the Contract but p@m by a Premier Provider or a Non-Delta Dental

Provider..
Claim Form: the standard form used to file a claim est Pre-Treatment Estimate for treatment.
Contract: the written agreement between Delta and the Contractholder under which Benefits are

provided.

Contract Benefit Level: percentage of )ﬁContract Allowance that Delta Dental will pay after the
Deductible has been satisfied. O

Contractholder: the employer Q&% other organization or group contracting to obtain Benefits.

u
Deductible: a dollar amount th% Enrollee and/or the Enrollee’s family (for family coverage) must pay for
certain covered services@ Delta Dental begins paying Benefits.

Delta Dental — mean ively, Dentegra Insurance Company and Delta Dental Insurance Company
providing and/orgd iSe€ring dental benefit programs. For the purposes of this Contract, Dentegra Insurance
Company is the riter and Delta Dental Insurance Company is the administrator.

Delta Dental ier® Provider (Premier Provider) — a Provider who contracts with Delta Dental Insurance
Compa%& other member company of the Delta Dental Plans Association and agrees to accept the
contracte s as payment in full for services provided under a plan and complies with Delta Dental's
administrative guidelines.

Delta Dental Premier Provider’'s Contracted Fee (Premier Provider's Contracted Fee) — the fee for each
Single Procedure that a Premier Provider has contractually agreed to accept as payment in full for treating
Enrollees.

Delta Dental PPO®™ Provider (PPO Provider) -- a Provider who contracts with Delta Dental Insurance
Company or any other member company of the Delta Dental Plans Association and agrees to accept the
contracted fees as payment in full for services provided under this PPO dental plan and complies with Delta
Dental’'s administrative guidelines.

G-SLE-E-AR-09 4 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

Delta Dental PPO Provider’'s Contracted Fee (PPO Provider’'s Contracted Fee) -- the fee for each Single
Procedure that a PPO Provider has contractually agreed to accept as payment in full for treating Enrollees.

Dependent Enrollee: an Eligible Dependent enrolled to receive Benefits.

Effective Date: the date the program starts. This date is given on this booklet cover.

Eligible Dependent: a dependent of an Eligible Employee [or domestic partner ] [D41]eligible for Benefits.
Eligible [Employee/Member ]: [D42]any [employee/member/or retiree [D43]] as eligible for Benefits.

Enrollee: an Eligible Employee (“Primary Enrollee”) or an Eligible Dependent (“Dependent Enrol ee@rolled to
receive Benefits; may also be referred to as “Patient”.

Enrollee’s Effective Date of Coverage: the date the Contractholder reports coverage will or each
Primary Enrollee and each Dependent Enrollee.

[Late Entrant: an Eligible [Employee/Member] or and/or Eligible Dependent who do
under the Contract within [31] days of the date first eligible, but later becomes cov
coverage after previously terminating coverage while still eligible for coverage

nroll for coverage
r who requests
Contract.][D44]

the
Maximum Contract Allowance: the reimbursement under the Enrollee’s pen lan against which Delta

Dental calculates its payment and the Enrollee’s financial obligation. Subj adjustment for extreme difficulty
or unusual circumstances, the Maximum Contract Allowance for ser@rovided:

Fee; or

= by Premier Providers is the lesser of the Submitted Feg,on the claim or the PPO Provider's Contracted Fee
for a PPO Provider in the same geographic area; or

= by Non-Delta Dental Providers is the lesser of tft itted Fee on the claim or the PPO Provider’s
Contracted Fee for a PPO Provider's in the s ographic area.]

*
» [[D45]by PPO Providers is the lesser of the Submitted Fee&%taim or the PPO Provider’s Contracted

= [[D46]by PPO Providers is the lesser of th itted Fee on the claim or the PPO Provider’s Contracted
Fee; or &
b

= by Premier Providers is the lesser of mitted Fee on the claim or the Premier Provider’s Contracted

Fee; or O
= by Non-Delta Dental Provider& lesser of the Submitted Fee on the claim or the Program Allowance.]
S

» [[D47]by PPO Providers ist’% ser of the Submitted Fee on the claim, the amount shown on the Table of
Allowances, or the PPO@M er's Contracted Fee; or

= by Premier Provider: lesser of the Submitted Fee on the claim, the amount shown on the Table of
Allowances, or th ier Provider’s Contracted Fee; or

= by Non-Delta® roviders is the lesser of the Submitted Fee on the claim or the amount shown on the
Table of AIIo{ s]

Non-Delta Provider: a Provider who is not a PPO Provider or a Premier Provider and is not
contrac bound to abide by Delta Dental’'s administrative guidelines and has not agreed to accept the
contracted fees.

Open Enrollment Period: the month of the year during which employees may change coverage for the next
Contract Year.

Patient Pays: Enrollee’s financial obligation for services calculated as the difference between the amount
shown as the Accepted Fee and the portion shown as “Delta Dental Pays” on the claims statement when a
claim is processed.

Pre-Treatment Estimate: an estimation of the allowable Benefits under the Contract for the services proposed,
assuming the person is an eligible Enrollee.
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Primary Enrollee: an Eligible Employee enrolled in the plan to receive Benefits.

Procedure Code: the Current Dental Terminology® (CDT) number assigned to a Single Procedure by the
American Dental Association.

Program Allowance: the amount determined by us for a set percentile level of all charges for such services by
Providers with similar professional standing in the same geographical area.

Provider: a person licensed to practice dentistry when and where services are performed. A Provider shall also
include a dental partnership, dental professional corporation or dental clinic.

Qualifying Status Change: a change in: ,@

= legal marital status (marriage, divorce, legal separation, annulment or death);

= number of dependents (a child’s birth, adoption of a child, placement of child for adop 'c@ddition of a step
or foster child or death of a child); &
hild

= employment status (change in employment status of Enrollee, spouse or depen );

= dependent child ceases to satisfy eligibility requirements (limiting age, stud tatus or marital status);
= residence (Enrollee, dependent spouse or child moves);

= acourt order requiring dependent coverage; or Q

= any other current or future election changes permitted by IRC 3%125.
*

Single Procedure: a dental procedure that is assigned a separats number.

Submitted Fee: the amount that the Provider bills and enters claim for a specific procedure.

[Table of Allowances[D48]: the list of covered dental sg % showing the Procedure Code and the maximum
amount paid by Delta Dental for each covered Single ure. The Table of Allowances is attached at the end
of this Evidence of Coverage.] %

ELIGIBILITY AND ENROLLMEN@

Eligibility Requirements s\QK

You will become eligible to recgiv. fits on the date stated in the Contract after completing any eligibility
periods required by the Contra& er as stated in the Contract.

If your dependents are ¢ @ they will be eligible when you are or as soon as they become dependents.
Dependents are your; \
= |awful spouse [ gestic partner named in the Contractholder’s Affidavit of Domestic Partnership][D49];

=  Unmarried & ent children from birth to [the end of the month of[d50]] their 19th birthday or 25th
birthday, I-time student in an accredited school. Proof of full-time student status must be given to Delta
nt &i
ildr

Dental Witli#t 60 days when requested. “Children” includes natural children, step-children, adopted children,
[ch f your domestic partner,][D51] foster children and children for which the employee has been
appointed legal guardian. The child must be dependent on you for support. Newborn infants are eligible
from the moment of birth. Adopted children are eligible from the date of placement for adoption or final
decree of adoption, whichever occurs first. [D52][However, the Primary Enrollee may delay coverage for
young children, under the age of four (4), until the beginning of any [Contract/Calendar] Year immediately
following said child’s fourth birthday. For coverage to begin on such young children, the eligibility notice and
additional Premium payment must be received within 31 days of the beginning of the [Contract/Calendar]
Year immediately following said child’s fourth birthday.]

=  An unmarried child 19 years or older may continue to be eligible as a dependent if the child is not self-
supporting because of mental incapacity or physical handicap that began before age 19 and the child is
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mostly dependent on the Primary Enrollee for support and maintenance. Proof will not be required more
than once a year after the child is 21.

Dependents serving active military duty are not eligible, as they are typically covered under health and dental
insurance provided by the military while they are on active duty.

Enrollment Requirements

[If the[d53] Contractholder is paying all premiums for you [and your dependents, everyone is[D54]]

[, you
are[D55]] automatically enrolled.]

[[D56]1f you are paying all or a portion of premiums for yourself or your dependents then:] 6

®= You must enroll within 31 days after the date you become eligible or during an Open Enrol@t Period.

= All dependents must be enrolled within 31 days after they become eligible or during Enrollment
Period.

= If you elect dependent coverage, you must enroll all of your Dependent Enrolle are not covered

under another group dental plan][D57] for coverage.

* [[D58]You must pay Premiums in the manner elected by the Contracthgide! approved by us. If coverage
is dropped other than during an Open Enrollment Period or because c@m ifying Status Change, you
may not re-enroll except during an Open Enrollment Period.]

[[D59]You must pay Premiums in the manner elected by the C m@older and approved by us. Coverage
cannot be dropped or changed other than during an Open Em& t Period or because of a Qualifying

Status Change.] V$

= [[D60]If you pay Premiums for your Dependent Enrollees, must pay the Premiums in the manner
elected by the Contractholder and approved by us untiFsur dependents are no longer eligible or until you
choose to drop dependent coverage. If coverage i ed other than during an Open Enrollment Period,
your dependents may not be re-enrolled at an ﬁ& less there is a court order requiring dependent
coverage.] y\
[[D61]If you pay Premiums for your Depend
elected by the Contractholder and appro;

rollees, you must pay the Premiums in the manner
us until your dependents are no longer eligible or until you
choose to drop dependent coverage. efage may not be changed at any time other than during an Open
Enrollment Period or if there is a Q ing Status Change.]
[[D62]If you pay Premiums for endent Enrollees, you must pay the Premiums in the manner
elected by the Contractholder pproved by us. Dependent Enrollees must be enrolled within 31 days
after the date becoming eIi&)o during the Open Enrollment Period. However, the eligibility date for
young children, under the ag four (4), may be delayed until the beginning of any [[Contract/Calendar]

Year including the [ Calendar] Year immediately following the child’s fourth birthday. Coverage may
not be changed other than during an Open Enrollment Period or if there is a Qualifying Status
Change.]

»  [[D63]]If both® d your spouse are eligible persons, one of you may enroll as a Dependent Enrollee of
the other. D&endent children may enroll as Dependent Enrollees of only one Primary Enrollee.]

[[D64] u and your spouse are eligible persons, one of you may enroll as a Dependent Enrollee of

thegté&c pendent children may enroll as Dependent Enrollees of one or both Primary Enrollees.]

[[D65 th you and your spouse are eligible persons, one of you may not enroll as a Dependent Enrollee
of the other. Dependent children may enroll as Dependent Enrollees of only one Primary Enrollee.]
[[D66]If both you and your spouse are eligible persons, one of you may not enroll as a Dependent Enrollee
of the other. Dependent children may enroll as Dependent Enrollees of one or both Primary Enrollees.]

= A child who is eligible as a Primary Enrollee and a dependent can be insured under the Contract as a
Primary Enrollee or as a Dependent Enrollee but not both at the same time.

[Late Entrant] [D67]

[You and/or your dependents will be considered a Late Entrant if:

G-SLE-E-AR-09 7 [Group Number]



[Group Name] Dental Plan Evidence of Coverage

®= You and/or your Eligible Dependents do not enroll for coverage under the Contract within [31] days of the
date first eligible, but later become covered; or

®= You request coverage for yourself and/or your Eligible Dependents after previously terminating coverage
while you remained eligible for coverage under the Contract.

Benefits for Late Entrants are reduced as shown in the Group Highlights section at the beginning of this
booklet.]

[Flexible Dual Choice[d68]

The Flexible Dual Choice product consists of this Delta Dental PPO (PPO) fee-for-service plan a
Dental’s prepaid dental plan (DeltaCare® USA). The Primary Enrollee and his/her covered dep
move from this PPO plan to the DeltaCare USA plan or from the DeltaCare USA plan to this P
monthly basis. The Primary Enrollee and his/her covered dependents will only be covered one plan at a
time. To make this change, the anary EnroIIee must notify Flexible Dual Choice’s Cu
department at (866) 225-1112 by the 15" of the month. The dental plan change will b
the following month. The Benefits, Limitations and Exclusions listed in this bookle
covered under the PPO plan.]

Treatment in progress must be completed under the plan in which treatmefit Is ted. No plan changes may
be made while the Primary Enrollee and his/her covered dependents are oing dental treatment.

O

Your coverage ends on the [last day of the month][D69][day[D70 stop working for the Contractholder /are
no longer an Eligible Member of the Contractholder, stop payi required premiums for coverage[D71]] or
immediately when this program ends. Your dependents Io&)v age when your coverage ends or on the date

tive the first day of
hen the Enrollee is

[Loss of Eligibility

*

when dependent status is lost.
Continuation of Benefits 5\'
e

r your coverage ends. However, we will pay for covered

We will not pay for any services/treatment recelv@f
dures were completed within [31] days of the date your

services incurred while you were eligible if
coverage ended. K

A dental service is incurred:

= for an appliance (or chang pllance) at the time the impression is made;
for a crown, bridge or castx ation, at the time the tooth or teeth are prepared;

for root canal therapy\e time the pulp chamber is opened; and

for all other denta Q

[Strike, Lay-off @eave of Absence[D72]]

s, at the time the service is performed or the supply furnished.

You and yaur dents will not be covered for any dental services received while you are on strike, lay-off,
leave of abkeh€s" other than [an approved leave of absence or][D73] as required under the Family & Medical
Leave 993 or other applicable state or federal law*.

Benefits for you and your Dependent Enrollees will resume as follows:

* if coverage is reactivated in the same [Contract/Calendar] [D74]Year, Deductibles and maximums will
resume as if you were never gone; or

* if coverage is reactivated in a different [Contract/Calendar[D75]] Year, new Deductibles and maximums will
apply.

Coverage will resume [the first day of the month after] [D76][the date[D77]] you return to work, provided you
submit an enrollment card requesting that coverage be reactivated.
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*You and your dependents’ coverage is not affected if you take a leave of absence allowed under the Family &
Medical Leave Act of 1993 or other applicable state or federal law. If you are currently paying any part of your
premium, you may choose to continue coverage. If you do not continue coverage during the leave, you can
resume that coverage on your return to active work as if no interruption occurred.

Important: The Family & Medical Leave Act does not apply to all companies, only those that meet certain size
guidelines. See your Human Resources Department for complete information.

If you are rehired within the same [Contract/Calendar] [D78]Year, Deductibles and maximums will resume as if
you were never gone.]

[Continued Coverage under USERRA][D79] 5@

As required under the Uniformed Services Employment and Reemployment Rights Act of 19
you are covered by the Contract on the date your USERRA leave of absence begins, you
coverage for yourself and any covered dependents. Continuation of coverage under U
beyond the earlier of:

ontinue dental
may not extend

= 24 months, beginning on the date the leave of absence begins, or; @
= the date you fail to return to work within the time required by USERR O

For USERRA leave that extends beyond 31 days, the premium for continuaefi of coverage will be the same as

for COBRA coverage.] Q
. \

[Continuation of Coverage Under COBRA][D80]

COBRA (the Consolidated Omnibus Budget Reconciliation Ac 85) provides a way for you and your
Dependent Enrollees who lose employer-sponsored grou Ith plan coverage to continue coverage for a
period of time. COBRA does not apply to all companie those that meet certain size guidelines. See your
Human Resources Department for complete infornig

We do not assume any of the obligations requir OBRA of the Contractholder or any employer (including
the obligation to notify potential beneficiarie@ rights or options under COBRA).]

BENEFITS, LIMITATIONS ‘\\r@sxcwsmNsmm

We will pay the Benefits for th dental services as described below. We will pay Benefits only for
covered services. The services ided through the Contract are described in the Group Highlights section at
the beginning of this bookle@e Contract covers several categories of benefits when a Provider provides the
services and when they K essary and within the standards of generally accepted dental practice standards.
Claims shall be proce accordance with our standard processing policies. The processing policies may be
revised from timqt erefore, Delta Dental shall use the processing policies that are in effect at the time
the claim is proc e may use dentists (dental consultants) to review treatment plans, diagnostic materials
and/or prescri rdatments to determine generally accepted dental practices. Limitations and Exclusions will
be applied @period the person is an Enrollee under any Delta Dental program or prior dental care program
providedﬁ&h ontractholder subject to receipt of such information from the Contractholder or at the time a
claim is submiitted. Additional eligibility periods, if any, for specific services are listed in the Group Highlights
section. If you receive dental services from a Provider outside the state of XXXXX, the Provider will be paid
according to Delta Dental’'s network payment provisions for said state according to the terms of the Contract.

If a primary dental procedure includes component procedures that are performed at the same time as the
primary procedure, the component procedures are considered to be part of the primary procedure for purposes
of determining the benefit payable under the Contract. Even if the Provider bills separately for the primary
procedure and each of its component parts, the total benefit payable for all related charges will be limited to the
maximum benefit payable for the primary procedure.
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Enrollee Coinsurance

We will pay a percentage of the Maximum Contract Allowance for covered services, as shown [in the Group
Highlights section/below][D82], subject to certain limitations, and you are responsible for paying the balance.
What you pay is called the enrollee coinsurance (“Enrollee Coinsurance”) and is part of your out-of-pocket cost.
You pay this even after a Deductible has been met.

The amount of your Enrollee Coinsurance will depend on the type of service and the Provider providing the
service (see section titled “Selecting Your Provider”). Providers are required to collect Enrollee Coinsurance for
covered services. Your group has chosen to require Enrollee Coinsurances under this program as a method of
sharing the costs of providing dental Benefits between the Contractholder and Enrollees. If the P%
f

discounts, waives or rebates any portion of the Enrollee Coinsurance to you, we will be obligate ide as
Benefits only the applicable percentages of the Provider’s fees or allowances reduced by the of the fees
or allowances that is discounted, waived or rebated.

imum Contract
ocket costs for you.
'or more information.

It is to your advantage to select PPO Providers because they have agreed to accept t
Allowance as payment in full for covered services, which typically results in lower o
Please refer to the sections titled “Selecting Your Provider” and “How Claims Are

Deductible O

Your dental plan features a Deductible. This is an amount you must pay og)pocket before Benefits are paid.
The Deductible amounts are listed in the Group Highlights section. tibles apply to all benefits unless
otherwise noted. Only the Provider’s fees you pay for covered Ben% ill count toward the Deductible.

Maximum Amount

Most dental programs have a Maximum Amount. This is t aximum dollar amount we will pay toward the cost
of dental care. You are responsible for paying costs ab iS amount. The Maximum Amount payable is
shown in the Group Highlights section. MaximumsQ’@)ly on a yearly basis, a per services basis, or a

lifetime basis.

Benefits
To help you understand the types of proc s that are included in each category, the following is a description
of each of the categories of serviceitx3 covered under the Contract.

[We will pay the Contract Benefit f Maximum Contract Allowance shown [in the Group Highlights
section/below] for the following cés:][d83]

Diagnostic and Prev&@Benefits:

= Diagnostic: proce&@ assist the Provider in choosing required dental treatment.
=  Preventive: cJe , topical application of fluoride solutions and space maintainers. Note that periodontal

cleanlng |n ence of gingival inflammation is considered to be periodontal and is covered as a [Basic
Benefl

. s top|cally applied acrylic, plastic or composite material used to seal developmental grooves
and pi permanent molars for the purpose of preventing decay.]

Basic Benefits:

» [[D86]Oral Surgery: extractions and other surgical procedures (including pre-and post-operative care).]

= General Anesthesia or IV Sedation: when administered by a Provider for covered oral surgery or selected
endodontic and periodontal surgical procedures.

[[D87]Endodontics: treatment of diseases and injuries of the tooth pulp.]
[[D88]Periodontics: treatment of gums and bones supporting teeth.]

= Palliative: emergency treatment to relieve pain.
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» [[D89]Sealants: topically applied acrylic, plastic or composite materials used to seal developmental grooves
and pits in permanent molars for the purpose of preventing decay.]

» [[D90]Restorative: amalgam, synthetic porcelain, plastic restorations (fillings) and prefabricated stainless
steel restorations for treatment of carious lesions (visible destruction of hard tooth structure resulting from
the process of decay).]

» [[D91]Denture Repairs: repair to partial or complete dentures including rebase procedures and relining.]
Major Benefits:

» [[D92]Oral Surgery: extractions and other surgical procedures (including pre-and post-operative@e).]

[[D93]Endodontics: treatment of diseases and injuries of the tooth pulp.]

[[D94]Periodontics: treatment of gums and bones supporting teeth.] Q
[[D95]Crowns and Inlays/Onlays: treatment of carious lesions (visible decay of thea@@?h

structure)
when teeth cannot be restored with amalgam, synthetic porcelain or plastic restor

[[D96]Prosthodontics: procedures for construction of fixed bridges, partial or ¢ dentures and the
repair of fixed bridges; [implant surgical placement and removal; and for im pported prosthetics,

including implant repair and recementation.]
[Orthodontic Benefits:][D97] Q

Procedures performed by a Provider, involving the use of an active o\@)ntic appliance and post-treatment
retentive appliances for treatment of malalignment of teeth and/or*} hich significantly interferes with their
functions.]

[Temporomandibular Joint Dysfunction (TMJ) Be@fits. D98]

Intra-oral services provided by a licensed Provider, wh essary and customary according to the standards
of generally accepted dental practice, for treatmen dental symptoms associated with myofacial pain
dysfunction or malfunction of the temporomandlb ) joint.]

[Implant Benefits:[D99]

Procedures performed by a Provider for: @tlc endosseous, endosteal, eposteal and transosteal implants;
implant connecting bars and implant{ie . Implants are defined as prosthetic appliances placed into or on the
bone of the maxilla or mandible (u ower jaw) to retain or support dental prosthesis.]

[Dental Accident Beneflts

An injury to the mouth o %res within the oral cavity which is caused by an external traumatic force. It does
not include damage tQ which is the result of biting into food or other substances. Procedures shall

include but are not li 0 reimplantation, splinting and stayplate.][D100]
*

Note on additi efits during pregnancy - When an Enrollee is pregnant, we will pay for additional
services to h Q&prove the oral health of the Enrollee during the pregnancy. The additional services each [12
month peri %endar Year, Contract Year][D101] while the Enrollee is covered under the Contract include:
one (1) iional oral exam and either one (1) additional routine cleaning; one (1) additional periodontal scaling
and root planing per quadrant; or one (1) additional periodontal maintenance procedure. Written confirmation of
the pregnancy must be provided by the Enrollee or her Provider when the claim is submitted.

Limitations and Exclusions

Dental plans are designed to help with part of your dental expenses and may not always cover every dental
need. The typical program includes Limitations and Exclusions, meaning the program does not cover every
aspect of dental care. This can relate to the type of procedures or the number of visits. Please read the following
sections to help you understand the limitations and exclusions of this dental plan.
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Limitations

Benefits to Enrollees are limited as follows:

Limitations on Diagnostic and Preventive Benefits:

= We will pay for routine oral examinations (including any office visits for observation and specialist
consultations, or combination thereof), cleanings (including periodontal cleanings in the presence of
inflamed gums or any combination thereof) and topical application of fluoride solutions no more than [twice
in any 12 month] [D102]period. [Note that periodontal cleanings are covered as a [Basic Benefit] and routine
cleanings are covered as a Diagnostic and Preventive Benefit.][D103] See note on additional b@ts during
pregnancy.

= Specialist consultations are only a Benefit when an opinion or advice is requested by a geﬂ@bdentlst and
the treatment is not performed by the specialist.

series when the fees for any combination of intraoral x-rays in a single tr t series meet or exceed
the Provider's Accepted Fee for a complete intraoral series.

(2) When a panoramic film is submitted with supplemental film(s), w I the total reimbursable
amount to the Provider's Accepted Fee for a complete intraoral sexies

(3) If a panoramic film is taken in conjunction with an intraoral @te series, we consider the

= X-ray limitations @
(1) We will limit the total reimbursable amount to the Provider’'s Accepted Fesﬂ@ omplete intraoral

panoramic film to be included in the complete series. .

(4) A complete intraoral series and panoramic film by the sa ider/Provider office are each limited to
once every [five (5[d104])] years. $

(5) Bitewing x-rays [D105]are limited to [two (2) times in & month period] when provided to Enrollees
under age 18 and [one (1) time each 12 months] nrollees age 18 and over. Bitewings are not a
Benefit within six (6) months of an intraoral co series unless warranted by special circumstances

such as active periodontal disease or rampa

» [[D106]Topical application of fluoride solutio ited to Enrollees to age 19].

nce and are a benefit for an Enrollee under age [14].[D107]
or a space maintainer will be considered until a fixed bridge or

= Space maintainers are limited to the initia
For Enrollees ages 14 and 15, an allo

removable partial denture can be pz .

= Cephalometric x-rays, oral/facia s% raphic images (once per case) and diagnostic casts (once per case)
are benefits only in conjunctlo orthodontic services and only when Orthodontic services are a covered
Benefit.

are without c r restorations on the occlusal surface.
(2) Sealantsd@g clude repair or replacement of a sealant on any tooth within two (2) years of its
applicat (N

L|m|tat|on SIC Benefits:
. alants are limited as follows:

(1) to permanent first molars through age eight (8) and to permanent second molars through age 15 if they
are without cavities or restorations on the occlusal surface.

(2) Sealants do not include repair or replacement of a sealant on any tooth within two (2) years of its
application.]

» [[D108]Sealants are lim as foIIows
(1) to permanent firi rs through age eight (8) and to permanent second molars through age 15 if they

= We will not pay to replace an amalgam, synthetic porcelain or plastic restorations (fillings) or prefabricated
resin and stainless steel crowns within [24 months[D110]] of treatment if the service is provided by the same
Provider/Provider office.
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= We limit payment for prefabricated resin and stainless steel crowns under this section to services on baby
(deciduous) teeth. However, after a consultant’s review, we may allow stainless steel crowns on permanent
teeth as a [Major Benefit.][D111]

= [Retreatment of root canal therapy within 24 months of the initial procedure is not a Benefit when performed
by the same Provider/Provider office[d112].]

» [[D113]Benefits for periodontal scaling and root planing in the same quadrant are limited to once in every
24-month period. Periodontal surgery in the same quadrant is limited to once in every 36-month period and
includes any surgical re-entry or scaling and root planing. See note on additional benefits during pregnancy.]

Limitations on Major Benefits:

=  Crowns and inlays/onlays are covered no more often than once in any [five (5) year period
when we determine the existing crown or inlay/onlay is not satisfactory and cannot be Ca
because the tooth involved has experienced extensive loss or changes to tooth structekeia? supporting
tissues.

= Prosthodontic appliances [and/or implants] [D115]that were provided under anyDé&
replaced only after [five (5) years[D116]] have passed, except when we deterfhin®that there is such
extensive loss of remaining teeth or change in supporting tissue that the.e @ fixed bridge or denture
cannot be made satisfactory. Replacement of a prosthodontic appliange ardror implant supported
prosthesis not provided under a Delta Dental program will be made if wesgictermine it is unsatisfactory and

a Dental program will be

cannot be made satisfactory. [Diagnostic and treatment facilitati s for implants are considered a part of,
and included in, the fees for the definitive treatment. We will rg for bone grafts provided with implants
on the same day of service. Our payment for implant removal\isNirfiited to one (1) for each implant during
your lifetime whether provided under a Delta Dental progr any other dental care plan.]

=  When a posterior fixed bridge and a removable partial ture are placed in the same arch in the same
treatment episode, only the partial denture will be efit.

*
= Recementation of crowns, inlays/onlays or bri ot a Benefit when performed by the same
Provider/Provider office within six (6) months nitial placement. After six (6) months, payment will be
limited to one (1) recementation.

» [[D117]The initial installation of a prost}@c appliance [and/or implants[d118]] is not a Benefit unless the
prosthodontic appliance [and/or impla% idge[d119]] or denture is made necessary by natural, permanent

teeth extraction occurring durin a@ ou were eligible [under a Delta Dental program / or
Contractholder’s prior plan.][D

= We limit payment for dent standard partial or denture (Enrollee Coinsurances apply). A standard
denture means a removable appliance to replace missing natural, permanent teeth that is made from
acceptable material ventional means and includes routine post delivery care and rebase (including
relining and any adj ts) for the first six (6) months after placement.
(1) Denture reb %imited to one (1) per arch in a 24 month period.
(2) Denture%el nd tissue conditioning are limited to two (2) per arch in a 12 month period. Tissue

% rovided on the same day a denture is delivered or a reline or rebase has been performed

conditiogrI
is o@ efit.
. [Wawko pay for implants (artificial teeth implanted into or on bone or gums), their removal or other

associated procedures, but Delta Dental will credit the cost of a crown or standard complete or partial
denture toward the cost of the implant associated appliance, i.e., the implant supported crown or
denture[d121].]

[Limitations on Orthodontic Benefits:][D122]

=  The maximum amount payable for each Enrollee during the [Enrollee’s lifetime/Calendar Year/Contract
Year] is shown in the Group Highlights section[d123].

» [[D124]Orthodontic Benefits will be provided in two (2) payments after the person becomes covered (the
initial payment at the banding date and the second in 12 months); however, for treatment plans of less than
$500 or when the treatment plan is 12 months of less, one (1) payment will be made.]
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= Benefits are not paid to repair or replace any orthodontic appliance received under this program.
=  Benefits are not provided for orthodontic retreatment procedures.

= Non-orthodontic procedures performed for the purpose of orthodontic treatment are subject to the
Orthodontic Contract Benefit Level and maximum if covered as Benefits under our standard processing
policies..

» [[D125]Orthodontic Benefits are limited to dependent child Enrollees under the age of 19 or [25 if full-time
student]].

[Limitations on TMJ Benefits: [D126]

= TMJ Benefits are subject to all the Limitations, Exclusions and other terms of this dental car, am.

= We will not pay for the repair or replacement of any appliance furnished in whole or in p der this or any
other health program which provides TMJ Benefits.

= Benefits are limited to those intra-oral services which would normally be provided @ensed Provider in
relief of oral symptoms associated with TMJ and will not include those services Which would normally be
provided under medical care including, but not limited to, psychotherapy, spe int exams and x-rays,

joint surgery and medications.

= Fixed appliances and restorations are excluded. Diagnostic procedur@o;herwise covered under this
program are excluded.

=  Any procedure paid under any other category of Benefits by tbis@am is not covered as a TMJ Benefit.]

[Limitations on Implant Benefits:[D127] \

= Implant Benefits are subject to all the Limitations, Exclusionstand other terms and conditions in the Contract.
Diagnostic and treatment facilitating aids are considew@ part of, and included in, the fees for the definitive
treatment.

*
= We will not pay to replace any implant that you@ved in the previous five (5) years.

= We will not pay for bone graphs provided é: lants on the same day of service.

= We will pay for implant removal only w Enrollee’s coverage includes Implant Benefits and is limited
to one (1) for each implant during yolr I¥etime whether provided under us or any other dental care plan.

=  Prosthodontic devices and proc associated with, but not included within the definition of “Implants”
are not subject to the Implant um.]

[Limitations on Dental Accid%enefits:\[Dl%]
®= The dental accident cur while you are covered under the Contract.

= Services and pro must be provided within 180 days following the dental accident and while you are
covered undgr tract.]

customaril d under accepted dental practice standards are called “Optional Services”. Optional Services

Limitations 0% ﬂ[\enefits - Optional Services: Services that are more expensive than the form of treatment
also inclydeythe”use of specialized techniques instead of standard procedures. For example:

» [[D129]a composite restoration instead of an amalgam restoration on posterior teeth;]
= acrown where a filling would restore the tooth;
= aprecision denture/partial where a standard denture/partial could be used;

= porcelain, resin or similar materials for crowns placed on a maxillary second or third molar, or on any
mandibular molar (an allowance will be made for a porcelain fused to high noble metal crown); or

= an inlay/onlay instead of an amalgam restoration.
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If you receive Optional Services, Benefits will be based on the lower cost of the customary service or standard
practice instead of the higher cost of the Optional Service. You will be responsible for the difference between the
higher cost of the Optional Service and the lower cost of the customary service or standard procedure.

Exclusions

The Contract covers a wide variety of dental care expenses, but there are some services for which we do not
provide benefits. It is important for you to know what these services are before you visit your Provider.

We do not pay benefits for:

= treatment of injuries or illness covered by workers’ compensation or employers’ liability laws; %s
received without cost from any federal, state or local agency, unless this exclusion is prohiky

= cosmetic surgery or procedures for purely cosmetic reasons. @

=  maxillofacial prosthetics.

= services for congenital (hereditary) or developmental (following birth) malformati
limited to cleft palate, upper and lower jaw malformations, enamel hypopla5|a
fluorosis (a type of discoloration of the teeth) and anodontia (congenitally teeth), except those
services provided to newborn children for medically diagnosed congerc ts, illness, injury or birth
abnormalities.

= treatment to restore tooth structure lost from wear, erosion, or a n; treatment to rebuild or maintain
chewing surfaces due to teeth out of alignment or occlusion; @ nt to stabilize teeth. Examples
include but are not limited to: equilibration, periodontal splinti lusal adjustments or occlusal guards.

le for services under this plan.
= prescribed drugs, medication, pain killers, antlmlcrob|§q ents or experimental procedures.
d

®= any Single Procedure started prior to the date you becam

= charges for anesthesia, other than general anes;h IV sedation administered by a licensed Provider
in connection with covered oral surgery or seles\g dodontic and periodontal surgical procedures.

= extraoral grafts (grafting of tissues from outs mouth to oral tissues).
= porcelain and porcelain fused to metal ¢ EnroIIees under age 12.
= fixed bridges and removable partlals rollees under age 16.

= interim implants. s\

= resin-based inlays and onl Q

= overdentures. K

= charges by any hospi @Jther surgical or treatment facility and any additional fees charged by the
Provider for treat such facility.

= treatment by‘so other than a Provider or a person who by law may work under a Provider’s direct
supervision.

= chargesi Qfor oral hygiene instruction, a plaque control program, preventive control programs
includi %e care times, dietary instruction, x-ray duplications, cancer screening, tobacco counseling or
bro pointments.

= dental practice administrative services including but not limited to, preparation of claims, any non-treatment
phase of dentistry such as provision of an antiseptic environment, sterilization of equipment or infection
control, or any ancillary materials used during the routine course of providing treatment such as cotton
swabs, gauze, bibs, masks or relaxation techniques such as music.

= services or supplies covered by any other health plan of the Contractholder.

= treatment rendered by a person who ordinarily resides in your household or who is related to you (or to your
spouse) by blood, marriage or legal adoption.

= procedures having a questionable prognosis based on a dental consultant’s professional review of the
submitted documentation.
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» [[D130]the initial placement of any prosthodontic appliance [or implants], [D131]unless such placement is
needed to replace one or more natural, permanent teeth extracted while you are covered under the Contract
or was covered under [any dental care program with us / the Contractholder’s prior dental plan[D132]]. The
extraction of a third molar (wisdom tooth) will not qualify under the above. Any such denture or fixed bridge
must include the replacement of the extracted tooth or teeth.]

= services for Orthodontic treatment (treatment of malocclusion of teeth and/or jaws) except as provided
under the Orthodontic Benefit section, if applicable.

= procedures performed for the purpose of orthodontic treatment except as provided under the Orthodontic
Benefit section, if applicable.

= services for any disturbance of the temporomandibular (jaw) joints or associated musculatur&@s and

other tissues (TMJ) except as provided under the TMJ Benefit section, if applicable. Q
» [[D133]services for implants (prosthetic appliances placed into or on the bone of the up lower jaw to
retain or support dental prosthesis), their removal or other associated procedures e provided under

the Implant Benefit section, if applicable.]
[[D134]services not included on the Table of Allowances.]

[[D135]services or supplies for oral surgery, general anesthesia or IV seda@ alliative treatment, or
sealants.]

[[D136]services or supplies for endodontic treatment (procedures for re al of the nerve of the tooth and
the treatment of the pulp cavity portion of the root of the tooth). Q

[[D137]services or supplies for periodontic treatment (proced‘ the treatment of the gums and the
bones supporting teeth.]

[[D138]services or supplies for restorative treatment (amalga&, synthetic porcelain, plastic restorations

(fillings) and prefabricated stainless steel restorationséor¥yeatment of carious lesions (visible destruction of
hard tooth structure resulting from the process qf

[[D139]services or supplies for denture repairs!%a to partial or complete dentures including rebase
procedures and relining).]

[[D140]services or supplies for crowns I s/onlays for treatment of carious lesions (visible decay of
the hard tooth structure) when teeth caot™e restored with amalgam, synthetic porcelain, plastic
restorations).]

[[D141]services or supplies for dontic benefits (procedures for construction of fixed bridges, partial or
completed dentures and th\r i Of fixed bridges)].

PRE-TREATMENT\@IMATES

Pre-Treatment Esti Qwests are not required; however, your Provider may file a Claim Form before
beginning treatmeaqt, wing the services to be provided to you. We will estimate the amount of Benefits
payable under t ntract for the listed services. By asking your Provider for a Pre-Treatment Estimate from us
before you @J receive any prescribed treatment, you will have an estimate up front of what we will pay and
the diffu% u will need to pay. The Benefits will be processed according to the terms of the Contract when
the treatméeme is actually performed. Pre-Treatment Estimates are valid for 60 days, or until an earlier occurrence
of any one of the following events:

= the date the Contract terminates;

= the date the your coverage ends; or

= the date the Provider's agreement with Delta Dental ends.

A Pre-Treatment Estimate does not guarantee payment. It is an estimate of the amount we will pay if you are

enrolled and meet all the requirements of the program at the time the treatment you have planned is completed
and may not take into account any deductibles, so please remember to figure in your deductible if necessary.
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COORDINATION OF BENEFITS

[[D142]We coordinate the Benefits under the Contract with your Benefits under any other group or prepaid
program or Benefit plan including another Delta Dental. (This does not apply to a blanket school accident
policy.) Benefits under one of the programs may be reduced so that your combined coverage does not exceed
the Provider's fees for the covered services.]

[[D143]We coordinate the Benefits under the Contract with your Benefits under any other group or prepaid
program or insurance policy designed to fully integrate with other policies. Benefits under this program may be
reduced so that combined coverage does not exceed the Maximum Contract Allowance.]

If this is the “primary” program, we will not reduce Benefits, but if the other program is the prim ; we will
reduce Benefits otherwise payable under this program. The reduction will be the amount pai orprovided
under the terms of the primary program for services covered under the Contract (see Benef Limitations).

= How do we determine which Plan is the “primary” program?

(1) If the other Plan is not primarily a dental plan, this Plan is primary, exc @wollee’s medical plan, if
any, will be primary for oral surgery procedures covered under su@l

(2) If the other Plan is a dental program, the following rules are applied®

a) the Plan covering you as an employee is primary ovef @overing you as a dependent.

b) the Plan covering you as an employee is primary o }E’ an which covers the insured person as a
dependent; except that: if the insured person is al edicare beneficiary, and as a result of the
rule established by Title XVIII of the Social Segayrity Act and implementing regulations, Medicare is:

i) secondary to the Plan covering the lns

i) primary to the Plan covering the in erson as other than a dependent (e.g. a retired
employee), then the benefits of n covering the insured person as a dependent are

determined before those of th covering that insured person as other than a dependent.

erson as a dependent and

(3) Except as stated below, when thiﬁ and another Plan cover the same child as a dependent of

different persons, called pa@

a) The benefits of the PI he parent whose birthday falls earlier in a year are determined before
those of the Plan o rent whose birthday falls later in that year, but

b) If both parents the same birthday, the benefits of the Plan which covered one parent longer
are determi& re those of the Plan which covered the other parent for a shorter period of time.

c) Howeve @ other Plan does not have the birthday rule described above, but instead has a rule
bas gender of the parent, and if, as a result, the plans do not agree on the order of
benﬂ e rule in the other Plan will determine the order of benefits.

d) I@ case of a dependent child of legally separated or divorced parents, the Plan covering the
nrollee as a dependent of the parent with legal custody, or as a dependent of the custodial
arent’s spouse (i.e. step-parent) will be primary over the Plan covering the Enrollee as a

dependent of the parent without legal custody. If there is a court decree which would otherwise

establish financial responsibility for the health care expenses with respect to the child, the benefits
of a Plan which covers the child as a dependent of the parent with such financial responsibility will
be determined before the benefits of any other policy which covers the child as a dependent child.

If the specific terms of a court decree state that the parents will share joint custody, without stating
that one of the parents is responsible for the health care expenses of the child, the Plans covering
the child will follow the order of benefit determination rules outlined in (3) a) through (3) c).
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(4) The benefits of a Plan which covers an insured person as an employee who is neither laid off nor retired
are determined before those of a Plan which covers that insured person as a laid off or retired
employee. The same would hold true if an insured person is a dependent of a person covered as a
retiree and an employee. If the other Plan does not have this rule, and if, as a result, the Plans do not
agree on the order of benefits, this rule is ignored.

(5) If an insured person whose coverage is provided under a right of continuation pursuant to federal or
state law also is covered under another Plan, the following will be the order of benefit determination:

a) First, the benefits of a Plan covering the insured person as an employee or Primary Enrollee (or as
that insured person’s dependent); \

b) Second, the benefits under the continuation coverage.
If the other Plan does not have the rule described above, and if, as a result, the Plal ot agree on

the order of benefits, this rule is ignored &
(6) If none of the above rules determine the order of benefits, the benefits of t which covered you
longer are determined before those of the Plan which covered you for the ter term.

SELECTING YOUR PROVIDER C)

Free Choice of Provider

We recognize that many factors affect the choice of dentist a ?ﬁr ore support your right to freedom of choice
regarding your Provider. This assures that you have full acces the dental treatment you need from the dental
office of your choice. You may see any Provider for your ed treatment, whether the Provider is a PPO
Provider, Premier or a Non-Delta Dental Provider. In at@ , you and your family members can see different

Providers.
Remember, you enjoy the greatest benefits@mg out-of-pocket savings—when you choose a PPO
Provider. To take full advantage of your ben highly recommend you verify a dentist’s participation
status within with your dental office before eacN\appointment. Review the section titled “How Claims Are Paid”

for an explanation of payment procedure derstand the method of payments applicable to your dentist
selection and how that may impact &@t—of-pocket costs.
ider

Locating a Delta Dental PP\ti

n locate a PPO Provider near you:

There are two ways in Whlc%
"  You may access j n through our web site at www.deltadentalins.com. This web site includes a
Provider search n allowing you to locate PPO Providers by location, specialty and network type; or

=  You may als x r Customer Service Center toll-free at 800-521-2651 and one of our representatives will
assist you n provide you with information regarding a Provider's network, specialty and office
locatiog.

HOW CLAIMS ARE PAID

Payment for Services — PPO Provider

Payment for covered services performed for you by a PPO Provider is calculated based on the Maximum
Contract Allowance, which is the lesser of the submitted fee on the claim,[the amount shown on the Table of
Allowances] or the PPO Provider's Contracted Fee. PPO Providers have agreed to accept the PPO Provider’s
Contracted Fee as the full charge for covered services. PPO Providers have contractually agreed to charge no
more than the PPO Provider’s Contracted Fee even for services that are not covered under the Contract
provided the service(s) are included in their agreement with us.
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The portion of the Maximum Contract Allowance payable by us is limited to the applicable Contract Benefit Level
shown in the Group Highlights section. Delta Dental’'s Payment is sent directly to the PPO Provider who
submitted the claim. We advise you of any charges not payable by us for which you are responsible. These
charges are generally your share of the Maximum Contract Allowance, as well as any Deductibles, charges
where the maximum has been exceeded, and/or charges for non-covered services.

Payment for Services — Premier Provider

Payment for covered services performed for you by a Premier Provider is calculated based on the Maximum
Contract Allowance, which is the lesser of the submitted fee on the claim, [the amount shown on the Table of
Allowances] or the PPO Provider’s Contracted Fee for a [PPO Provider in the same geographic are gram
Allowance]. Premier Providers have agreed to accept the Premier Provider's Contracted Fee as& charge
for covered services. Premier Providers have contractually agreed to charge no more than PresQi rovider's
Contracted Fee even for services that are not covered under the Contract provided the serv@ are included in

their agreement with us. @

Payment for Services — Non-Delta Dental Provider

Payment for services performed for you by a Non-Delta Dental Provider is also lated based on the
Maximum Contract Allowance. The portion of the Maximum Contract Allo able by us is limited to the
applicable Contract Benefit Level shown in the Group Highlights section. }%elta Dental Providers have no
agreement with Delta Dental and are free to balance bill you for any differe between what Delta pays and the

Submitted Fee.
*
When dental services are received from a Non-Delta Dental Provi \ﬂelta Dental’'s Payment is sent directly to
the Primary Enrollee. You are responsible for payment of the elta Dental Provider's Submitted Fee. Non-
Delta Dental Providers will bill you for their normal charges whicit may be higher than the Maximum Contract
Allowance for the service. You may be required to pay the%vider yourself and then submit a claim to us for
reimbursement. Since our payment for services yo ay be less than the Non-Delta Dental Provider's

actual charges, your out-of-pocket cost may be sigiifie higher.
How to Submit a Claim ®'

Delta Dental does not require special clai @ However, most dental offices do have Claim Forms available.
PPO and Premier Providers will fill out ubmit your claims paperwork for you. Some Non-Delta Dental
Providers may also provide this ser n your request. If you receive services from a Non-Delta Dental
Provider who does not provide thi ce, you can submit your own claim directly to us. Please refer to the
section titled “Notice of Claim mr more information.

Your dental office should b e to assist you in filling out the claim form. Fill out the claim form completely and
send it to:

P.O. Box 1809
K\ Alpharetta, GA 30023-1809

(bp Delta Dental Insurance Company
*

Paym eqy@ ines
We do not pay PPO or Premier Providers any incentive as an inducement to deny, reduce, limit or delay any
appropriate service.

If you or your Provider files a claim for services more than 12 [d144] months after the date you received the
services, payment may be denied. If the services were received from a Non-Delta Dental Provider, you are still
responsible for the full cost. If the payment is denied because your PPO or Premier Provider failed to submit the
claim on time, you may not be responsible for that payment. However, if you did not tell your PPO or Premier
Provider that you were an Enrollee of the plan at the time you received the service, you may be responsible for
the cost of that service.
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We explain to all PPO Providers and Premier Providers how we determine or deny payment for services. We
describe in detail the dental procedures covered as benefits, the conditions under which coverage is provided
and the program’s limitations and exclusions. If any services are not covered, or if limitations or exclusions apply
to services you have received, you may be responsible for the full payment.

If you have any questions about any dental charges, processing policies and/or how your claim is paid, contact
us.

COMPLAINTS AND APPEALS

extended to you by our Customer Service Representatives to the dental services provided by nd Premier
Providers. If you have questions about any services received, we recommend that you first s the matter
with your Provider. However, if you continue to have concerns, please call our Custome e Center. You
can also e-mail questions by accessing the “Contact Us” section of our web site at tadentalins.com

Our commitment to you is to ensure quality throughout the entire dental benefit process: from tus sy

Complaints or Appeals regarding eligibility, the denial of dental services or claims licies, procedures, or
operations of Delta Dental, or the quality of dental services performed by the PgdWder may be directed in writing

to us or by calling us toll-free at 800-521-2651. q :

When you write, please include the name of the Enrollee, the Primary Enroli®€’s name and ID number, and your
telephone number on all correspondence. You should also include pyof the claim form, claim statement, or
other relevant information. Your claim statement will have an exp ion of the claim review and any complaint,

or appeal process and time limits applicable to such process. &
se

We will notify you and your Provider if Benefits are denied for ices submitted on a Claim Form, in whole or
in part, stating the reason(s) for denial. You and your Pro have at least 180 days after receiving a notice of
denial to request a review by writing to us giving reaso you believe the denial was wrong. You may also

ask us to examine any additional information you il\ at may support your complaint, or appeal.

Send your complaint, or appeal to us at the ad:r hown below:

D ntal Insurance Company
P.O. Box 1809
OA pharetta, GA 30023-1809

make a full and fair review withi ays after we receive the complaint or appeal. We may ask for more
documents if needed. We wi you a decision within 30 days. The review will take into account all
comments, documents, @\' or other information, regardless of whether such information was submitted or

We will send you a written ackv%e ent within 5 days upon receipt of your complaint or appeal. We will
en

considered initially. If ew is of a denial based in whole or in part on lack of dental necessity, experimental
treatment or clinigal ' nt in applying the terms of the Contract, we shall consult with a dentist who has
appropriate traini experience. The review will be conducted for us by a person who is neither the
individual who he claim denial that is subject to the review, nor the subordinate of such individual.

If you b% need further review of your complaint or appeal you may [file a request with us for a second
level revi r] contact your state insurance regulatory agency.

PROVISIONS REQUIRED BY LAW

Clinical Examination

Before approving a claim, we will be entitled to receive, to such extent as may be lawful, from any attending or
examining Provider, or from hospitals in which a Provider’s care is provided, such information and records
relating to attendance to or examination of, or treatment provided to, you as may be required to administer the
claim, or have you be examined by a dental consultant retained by us, in or near your community or residence.
We will in every case hold such information and records confidential.
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Notice of Claim Form

We will give you or your Provider, on request, a Claim Form to make claim for Benefits. To make a claim, the
form should be completed and signed by the Provider who performed the services and by the patient (or the
parent or guardian if the patient is a minor) and submitted to us at the address above.

If the form is not furnished by us within 15 days after requested by you or your Provider, the requirements for
proof of loss set forth in the next paragraph will be deemed to have been complied with upon the submission to
us, within the time established in said paragraph for filing proofs of loss, of written proof covering the
occurrence, the character and the extent of the loss for which claim is made. You may download a Claim Form

from our web site. ,@

Written Notice of Claim/Proof of Loss

We must be given written proof of loss within [12 months] [D145]after the date of the loss f% not reasonably
possible to give written proof in the time required, the claim will not be reduced or deni y for this reason,
provided proof is filed as soon as reasonably possible. In any event, proof of loss m iven no later than
one year from such time (unless the claimant was legally incapacitated). &

All written proof of loss must be given to us within [12 months] [D146]of the terifinytion of the Contract.
Time of Payment

Claims payable under the Contract for any loss other than loss for h e Contract provides any periodic
payment will be processed no later than 30 days after written pro s is received. We will notify you and
your Provider of any additional information needed to process@ within this 30 day period.

To Whom Benefits Are Paid

It is not required that the service be provided by a spe
Premier Provider will be made directly to the denti ther payments provided by the Contract will be made
to you. All benefits not paid to the Provider will b le to you, the Primary Enrollee or Dependent Enrollee,
or to your estate, or to an alternate recipient agdiegted by court order, except that if the person is a minor or
otherwise not competent to give a valid rele nefits may be payable to his or her parent, guardian or other
person actually supporting him or her.

Misstatements on Application s@t

In the absence of fraud or mte@nsrepresentaﬂon of material fact in applying for or procuring coverage
under the Contract, all statementSynade by you or the Contractholder will be deemed representations and not
warranties. No such stat\@(wll be used in defense to a claim under the Contract, unless it is contained in a

ntist. Payment for services provided by a PPO or

written application.

Any mlsrepresen lesmn, concealment of fact or incorrect statement which is material to the acceptance
of risk may prev r very if, had the true facts been known to us, we would not in good faith have issued the
remium rate. If any misstatement would materially affect the rates, we reserve the right to

contract at the,
adjust the ﬁ@m to reflect your actual circumstances at enroliment.

Legal Ac S

No action at law or in equity will be brought to recover on the Contract prior to expiration of 60 days after proof
of loss has been filed in accordance with requirements of the Contract, nor will an action be brought at all unless
brought within three (3) years from expiration of the time within which proof of loss is required by the Contract.
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TABLE OF ALLOWANCES
PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Clinical Oral Evaluations

D0120  Periodic oral evaluation - established Pati€nt.............c e 26.00
D0140  Limited oral evaluation - problem fOCUSEA. ... 42.00
D0145  Oral evaluation for a patient under three years of age and counseling with primary caregiver ................... 26.00
D0150 Comprehensive oral evaluation - new or established patient (limited to one per Provider, all

other evaluations will be benefited as DO120)........ccuuieiiiiiiiiiiiire e e e e e e e e e e ag e e e e e enrnnnees 43.00
D0160 Detailed and extensive oral evaluation - problem focused, by report (limited to one per Pr @

all subsequent ones will be benefited as DO120 ..........coccviiiiiiee i . o 56.00

D0180  Comprehensive periodontal evaluation - new or established patient (limited to one pe vider, all

other evaluations will be benefited as D0120)..........cccovvireiriieieriiiieeenniieeennieeee s M 43.00
Radiographs/Diagnostic Imaging (Including Interpretation) (Any combination of bitewing@apicals and panoramic
films taken on the same day will be combined as a complete series when the fees are o or exceed that of a
complete series)
D0210 Intraoral - complete series (including bitewings) .......c..cccoeccvvvveeeeeennn, .
D0220  Intraoral - periapical - first film ........ccooiiiieiii e T
D0230 Intraoral - periapical - each additional film.............cccoeiiiiniinnl
D0240 Intraoral occlusal film ...
D0250 Extraoral - first film..........ooooeiiii ..
D0260 Extraoral - each additional film ............ccooiiiiiin
D0272  Bitewings - tWo filmMS ......coveiiiiiiiiii e AN
D0273  Bitewings - three filMS ..t ettt e e e ettt et et e e e s e st b e e e e e e e e abbbae e e e e e e e e aaanne
D0274  Bitewings - fFOUr filMS.......oooiiii e L e
D0277  Vertical bitewings - seven to eight films........,... .
D0330  Panoramic film .......cccceeiiiieeiiiiieeee e B I L 70.00
D0340  Cephalometric film (This is a benefit only i unctlon with orthodontic services).........ccoovvvveeeeiiiicvnnnnn. 70.00
D0350  Oral/facial photographic images (This i efit only once per case in conjunction with

(o] 10 Te (o] ) {[odcT=T AV o= 1) T o~ PR 42.00
Test and Examinations K
D0470  Diagnostic casts (This is a bK nly in conjunction with orthodontic SErvices) .........cccocvvveiniieeeniiinenen. 54.00
Dental Prophylaxis \Q
D1110  Prophylaxis - @QUIL .......... 8. ettt e e e e e e s a bttt e e e e e e e e aaar e e e e e e e e e nbaraneeaaaeeeaannne 54.00
D1120  Prophylaxis - Chl|\ L= SRR REPRR 43.00
Topical Fluoride - (Offi edure)
D1203 Toplcal App of fluoride - child (through age 13) .....ccoiuiiiiiiiiii e 22.00
D1204  Topical p% on of fluoride - adult (subject to age limitation specified by the benefit plan) .................... 23.00
D1206 TOpIC ride varnish; therapeutic Application for moderate to high caries risk patients (subject to

jon specified by the Denefit PIaN) ... 23.00

Other Preven e Services
[T A S T= = 1= g A o= g (oo 1 [ PP PP PP UPPPRT 28.00
(benefit to permanent first molars through age 8 and second molars through age 15)

Space Maintainers (Passive Appliances)

D1510  Space maintainers — fixed, UNIIALEIAL.............coiiiiiiiiiiiii e e e e e e e s e s st e e e e e e e e e s ennnnes 202.00
D1515  Space maintainers — fixed, DIlAtEral............ooeiiiiiiiiiiiii e 310.00
D1520 Space maintainers — removable, UNIALEral .............ooo i e e 256.00
D1525 Space maintainers — removable, DIlAtEral .............ooov i s 287.00
D1555  Removal Of fixed SPACE MAINTAINET .........oiiiiiiiie ettt e bt e e e sttt e e e e aabre e e e anneeas 50.00
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PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Amalgam Restorations (Including Polishing) (the fee for a restoration includes services such as, but not limited to,
adhesives, etching, liners, bases, direct and indirect pulp cap, local anesthesia, polishing, occlusal adjustment, caries,
removal and gingivectomy on the same date of service. Replacement of restorations by the same Provider is a benefit
after 24 months)

D2140  Amalgam - one surface, primary OF PEIMEANENT.........uuiieeiiiiiiieerere e e e eesrrer e e e e e s s ssrrrereraeeesasnnsraaeeeeessnnsenenees 59.00
D2150  Amalgam - two surfaces, primary OF PEMMANENT .......ccoiiuuiie ittt e s e sb e e e b e sabbe e e e eneee 78.00
D2160  Amalgam - three surfaces, primary OF PEIMANENT........oiuuiie ittt ittt e e rbet e e sbreee e e e 93.00
D2161  Amalgam - four or more surfaces, primary Or PErmanent ..........cccovuueeerriireeenriieeeseieeee e ’@ .......... 109.00
Resin-Based Composite Restorations-Direct Q

D2330 Resin-based composite - one surface, anterior........cccveeviecceiieeeeee e @ ......................... 71.00
D2331 Resin-based composite - two surface, anterior............eeveveeeieiiiciieieeee e NS e 87.00
D2332 Resin-based composite - three surfaces, anterior.........cccccevveccvieeeeeeeeeieciceeeee e @ e e 109.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (aE;eq' e 135.00
D2391  Resin-based composite - one SUrface, POSIEIION.......c.oiivirieiriiireriiiiree e NG e B ettt 59.00
D2392  Resin-based composite - two surfaces, POSterior ............c..ccccovevevevennnn.. 0 ............................................. 78.00
D2393  Resin-based composite - three surfaces, POSErior...........oooveeeeereeflee i g e 93.00
D2394  Resin-based composite - four or more surfaces, posterior ..............} e e 171.00

Fees for Cast Restorations should include tooth preparation, pulp cap iny, laboratory costs, temporary restorations,
porcelain margins, cement bases, routine buildup/substructure, impr , local anesthesia, occlusal correction,
preparation of the gingival tissue and any recementation or repair wgthin'six months.

Inlay/Onlay Restorations

D2510 Inlay - metallic - one surface..........ccccoecvvvveveeennn, Q ............................................................................ 233.00
D2520 Inlay - metallic - two surfaces .........c.cccovun ) 271.00
D2530 Inlay - metallic - three or more surfaces...... 5\} ...................................................................................... 305.00
D2542  Onlay - metallic - two surfaces ................ £ . A PP PPRRTPUP 353.00
D2543  Onlay - metallic - three surfaces..........,"

D2544  Onlay - metallic - four or more surf

D2610 Inlay - porcelain/ceramic - one suﬁ§lé .
D2620 Inlay - porcelain/ceramic - @ LSS TP PTPP P 271.00
D2630 Inlay - porcelain/ceramic - t MOTE SUIMTACES ... e 305.00
D2642  Onlay - porcelain/cerami SUITACES 1oviiiiie e ettt e e e e e e e s st e e e e e e e s anteraeeeeaeeeeaaan 353.00
D2643  Onlay - porcelain/ceramiCNIPIrEE SUIMACES.........cccuiieiieee i e e e e e e e s r e e e e e s s snrraeeeeeaaeeeanans 377.00
D2644  Onlay - porcelain/Ceyaic - fOUr OF MOIE SUMACES ........ccooiiiiiiiiiiiee e et ee e e e e e s s e e e e e e s s snraee e e e e e e e e aans 394.00
Crowns-Single Restorag% nly

D2740  Crown - por INECEIAMIC SUDSITALE ... .uviiiiiiic e e e e e s e st e e e e e e eeanarreeeeeaeeeaeas 375.00
D2750  Crown - p’ fused to high NODIE Metal.........cooiiiiiiiii e 383.00
D2751  Crown - lain fused to predominantly base metal ..o 341.00
D2752 Cr celain fused t0 NODIE METAL..........c.oiiiiii e s 357.00
D2780 Q% *Cast 3/4 high NODIE METAL .........ooiiiei e 395.00
D2781  Crowm - cast 3/4 predominantly Dase Metal..........c.oooiiiiiiiiiiiii e 372.00
D2782  Crown - Cast 3/4 NODIE METAL........cooii i e e e e e e s e r e e e e snnraaerereaeeesannnrnes 386.00
D2783  Crown - Cast 3/4 POrCEIAINICEIAMIC ........uuiii ittt ettt e e s st e e s sbb e e e e sabb e e e e sbbeeeesanes 405.00
D2790  Crown - full cast Nigh NODIE METAI ..........ueiiii et e e 372.00
D2791  Crown - full cast predominantly Base MEtal ............coooiiiiiiiiiiiie e 330.00
D2792  Crown - full Cast NODIE MELAL ......cooii it e e e e s st e e e e e s snnbebeeeeaaeeesaannnes 349.00
DA S O (o 11 B ] =Y o110 PO O U PP PP R PPPPPPPPPPRPN: 372.00
Other Restorative Services

D2910 Recement inlay, onlay, or partial cCoverage reStOration ..........c.eeeiiiiieiiiiiee e 28.00
D2915  Recement cast or prefabricated POSt AN COME .........oiiiiiiiiiiiiiiiiee e 28.00
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D2920 e Tol =T a =T o ol (0 )Y o ISR 28.00
D2930  Prefabricated stainless steel Crown - primary t0Oth...........cooiiiiii it 136.00
D2931  Prefabricated stainless steel crown - permanent toOth ... 98.00
D2932 PrefabriCated FESIN CrOWN ... .. ... ettt e e e e e ettt et e e e e e e e e nabe bt e e aaeeaesnnbnneeaeaaaeeaann 98.00
D2933 Prefabricated stainless steel crown with reSin WiNAOW................ooiiiiiiiiiii e B/R*
D2934  Prefabricated esthetic coated stainless steel crown - primary t00th ..., B/R*
D2940  SedAtiVe FillING ...ttt e e e e e e e e b e e e e e e e e e e e e rr e e e e e e e e e nbabreeeeaaeeeaannae 50.00
D2950  Core build-up, including any pins (considered part of crown fee except in exceptional circumstances

or for endodontically treated teeth)...........ceveeiiiiiiiiii el % ............ 78.00
D2951  Pin retention - per tooth, in addition to restoration ............cccccveeeeeee i, \ ................ 28.00
D2952  Post and core in addition to crown, indirectly fabricated ............ccococciiin, Q ................. 116.00
D2954  Prefabricated post and core in addition t0 CrOWN ...........ooviiiiiiiiieee e @
D2960  Labial veneer (resin laminate) - Chairside ..........cccceveiiiiiiiiiiieeee e
D2961  Labial veneer (resin laminate) - [aboratory ...........ccceeviiiiiiiii e ;
D2962  Labial veneer (porcelain laminate) - 1aboratory ... R B
D2971  Additional procedures to construct new crown under existing partial den
D2980  CrOWN FEPAIN .eeieeeieietieiee e e e e ettt e e e ettt e e e e e e e s e e e e e e e e e e annneeeeens .
Pulpotomy C)
D3220  Therapeutic pulpotomy (excluding final restoration)................ s TP PP PTPRPRPRPRPRN: 81.00
D3222 Partial pulpotomy for apexogenesis - permanent tooth with &Q’ete root development.............occuveeeee. 81.00
Endodontic Therapy (Including treatment plan, clinical procedur@j ollow-up care)
D3310 Endodontic therapy, anterior tooth (excluding final restora&ion)...........cccceeereeeeiieciiiee e 350.00
D3320  Endodontic therapy, bicuspid tooth (excluding fin (o] 2= 11[0] 1) FUUT P PP T OUPPPTOPPPR 415.00
D3330  Endodontic therapy, molar (excluding final rest BOM) ettt 527.00

Endodontic Retreatment Q
Retreatment of root canal therapy within 24 months © é)
performed by the same Provider or in the origingl{(st

D3346  Retreatment of previous root canaldRer&ny - Anterior..........ocuiii i 419.00
D3347  Retreatment of previous root capalherapy - DICUSPIT.......coouiiiiiiiiie e 496.00
D3348  Retreatment of previous roo @ RErapy - MOIAT........ooiiiiii e 605.00
Apexification/Recalcification Pr S

D3351  Apexification/recalcification-"initial VISit.............cccuuiiiiiiei e e e e e s s e e e e e e e s ennnnnes 225.00
D3352  Apexification/recalci jon - interim medication replaCemMeNt..........cccvviiiiieee i 98.00
D3353 Apexification/rec;x@on - final visit (includes completed root canal therapy)........cccocevvivieeeiniiieennee 332.00
Apicoectomy/Periradi ervices

D3410  Apicoector iradicular SUFQEIY - ANTEIIOT .......ccuiiiieiie e e e e e e e e e r e e e e e s s e tereeaeaaeeeeanns 273.00
D3421  Apicoe eriradicular surgery - bicuspid - (firSt FOOL) ........uuuiieieiiiiie e 341.00
D3425  Apigo y/periradicular surgery - molar - (firSt FOO) ........coiiiiiiiiiiii e 400.00
D3426 % my/periradicular surgery - (each additional ro0t).............eeeviieeiiiiiiiie e 124.00
D3430  RetrByrade filliNg = PEI TOOT.......ooiiiiiiiie ittt ab e e s b bt et e e e s e b e e e e e nbre e e e aneee 81.00
D3450 (RYoTol = 1o T o101 = 11T ] g IRl o 1=T g (0o | PO OPPPPPOPPPRN 186.00

Other Endodontic Procedures
D3920  Hemisection (including any root removal), not including root canal therapy..........cccccceveeeviivciiieeee e, 186.00

Surgical Services (Including usual postoperative care)

On periodontal surgical procedures, the surgery is considered to include any surgical re-entry or scaling and root planing
for three years.

D4210  Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant... 245.00
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant87.00
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D4240  Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded spaces

01T go [N = Te [ 7= T | TP USSP 310.00
D4241  Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded spaces

LT o U= Lo [ = L | AT PO PP T TPPPPPP 186.00
D4249  Clinical crown lengthening - NArd tISSUE ...........uiiiiiiiiii et e et e e et e e s snneeeas B/R*
D4260  Osseous surgery (including flap entry and closure) - four or more contiguous teeth or tooth bounded

SPACES PEF QUATNANT .....eeureeerireeiteeesiree sttt et re e s e e et et e s ne e e sse e e sare e e sn e e ebeeennneesaneeennreesnneenes
D4261  Osseous surgery (including flap entry and closure) - one to three contiguous teeth or toot

0= o |8 = o [ = | PSSR
D4270  Pedicle soft tissue graft procedure (limited to two sites per quadrant).............cccceeeneee.

Non-Surgical Periodontal Service

D4271  Free soft tissue graft procedure (including donor site surgery) (limited to two sit&

D4341  Periodontal scaling and root planing - four or more teeth per quadrant......... .l . NS 124.00
D4342  Periodontal scaling and root planing - one to three teeth per quadrant..... N, O 74.00
D4355  Full mouth debridement to enable comprehensive evaluation and di n@ ............................................. 54.00
Other Periodontal Services G
D4910  Periodontal maintenance procedure...........cccceeeveviciiveeeeeeenn. e reeee e e e e e et eereeeeaeeaanarreeeaaaeeaaaanne 68.00
Complete Dentures (Includes routine post delivery care and relinin ‘@rst six months after placement)
D5110 Complete denture - MaXillary ... QN ettt e ettt ettt bt et e e e e e s s st bae e e e e e snnbbbeeeeaaeeesaanrnes 426.00
D5120 Complete denture - ManiDUIAL ... R ettt ettt e et e e e e e e sabeae e e e e e e e e e annrees 426.00
D5130 Immediate denture - MAXIIArY .........oooo e e o oo mteete et e e e e e e ettt e e e aa e e e s aansbeaeeeeaeaannbsbeeeeaaaeesaanenes 465.00
D5140  Immediate denture - mandibular.......................... Q ............................................................................ 465.00
Partial Dentures (Includes routine post delivery care Qrst six months after placement)
D5211  Maxillary partial denture - resin base (inc any conventional clasps, rests and teeth) .............cc....... 295.00
D5212  Mandibular partial denture -resin base ing any conventional clasps, rests and teeth).................... 295.00
D5213  Maxillary partial denture - cast met work with resin denture bases (including any conventional
Clasps, rests and tEETN) ... e 504.00
D5214  Mandibular partial denture - | framework with resin denture bases (including any conventional
clasps, rests and teeth) ..... s{ ................................................................................................................ 504.00
D5225  Maxillary partial denturey: fexiele base (including any clasps, rests and teeth) .........ccccccovvvciiiieeeeeennnn, 378.00
D5226  Mandibular partial dentm exible base (including any clasps, rests and teeth)........cccccccoeecviieeneeennins 378.00
D5281  Removable uniIa@rtial denture-one piece cast metal (including clasps and teeth) .......ccccccceeeonnne 310.00
Adjustment to DentureQ1
D5410  Adjust comp, LU T 110 F= 1= VYRR 37.00
D5411  Adjust con denture - MAaNAIDUIAT...........ooooiii e e e e et r e e e e e e e e ennnes 37.00
D5421  Adjust IANAENTUIE - MAXIIAIY ...vvveiieie e e s e r e e e e e s e e e e e e e e s e s antrnaeeeaaeeaean 37.00
D5422  Adjys 1al denture - MAaNAIBUIAT..............ouiiie e e e e e st r e e e e e e s 37.00
Repairs toﬁplete Dentures
D5510  Repair broken complete deNtUIE DASE ......ccccoiiiiiiiiiiiic e e e e e e s e et e e e e e e e s e nnneees 81.00
D5520  Replace missing broken tooth - complete denture (each tooth)..........cooccviiiiiiii i 74.00
Repairs to Partial Dentures
D5610  Repair reSin deNTUIE DASE ........ueiiiiiii ittt e ettt et e e e e e s s bbb eeee e e sanbbbaeeeaaaeeeaannnnes 81.00
D5620  RePair CASE frAMEBWOIK ... ittt oottt et e e e e e e s bbbt e e e e e e e e e sanbbbeeee e s snnbbbeeeeaaaeeeaanraes 115.00
D5630  Repair of replace DrOKEN CIASP. ......co ettt e e et e e e e e e e aeeeeaaeeeeaanneees 109.00
D5640  Replace broken teeth - PertOOth .........ocuiii i 74.00
D5650  Add tooth to exiSting Partial DENTUIE .........eii it e e st e e e et e e st e e e e snbeeeeeenneeas 96.00
D5660  Add clasp to existing Partial dENTUIE...........ooi it e e e e e e e e s seb e e e e e e e e e s anrees 109.00
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Denture Rebase Procedures (Any rebase includes relining and any adjustments for six months following placement.
One rebase per arch is covered in a 24 month period)

D5710 Rebase complete Maxillary ENIUIE ..........ooii it e e e e e e e e s e e e e e e e e e s annnees 248.00
D5711  Rebase complete mandibular ABNTUFE. ..........coi it e e e e e et e e e e e e e e e 248.00
D5720  Rebase maxillary partial ENTUME ..........ccuiiie ittt e e et e e e et e e st e e e e enbaeeeeanees 223.00
D5721  Rebase mandibular partial dENTUIE ...........ooiiiiii it e e et e e e e snree e e e enees 223.00
Denture Reline Procedures 6
D5730  Reline complete maxillary denture (ChairSide) ............coooeiiiiiiiiiieiieiiiieeee e \ .............. 144.00
D5731  Reline complete mandibular denture (chaw&de)Q ................. 144.00
D5740  Reline maxillary partial denture (ChairSide) .........coocveveiiiiiiieiiie e @ ....................... 136.00
D5741  Reline mandibular partial denture (ChairSide)........cccceevvvveeeiiiieiiiiiiieeiiieeeeeiieeee sl SN e 136.00
D5750  Reline complete maxillary denture (1aboratory).........cooceveeiiiiiiniieee e e B 217.00
D5751  Reline complete mandibular denture (Iaboratory) .........cceoviiiciiiiereeee e gmhe e 217.00
D5760  Reline maxillary partial denture (laboratory)..........cccccvveeeeiiiiciiieeeeee e, N, O, 205.00
D5761  Reline mandibular partial denture (laboratory) ........cccccceevviivvvieeeeeenn, Q ........................................... 205.00
Interim Prosthesis Q
D5820  Interim partial denture - maxillary ..........cccooveeeeeeeeiiiciiiieeeeenn, G et re e e e e e atareee e e e aaaanrrarreeeaaeanan 175.00
D5821  Interim partial denture - mandibular................ccoceeiiiin, ,\’('\ ......................................................... 175.00
Other Removable Prosthetic Services \
D5850  Tissue conditioning - MAXIlIAIY .........cooouuiiiiiiii R s ettt oottt e e e e e e st e e e s st e e e e e e e e e e e annnnes 47.00
D5851  Tissue conditioning - mandibular............................Q‘ .............................................................................. 47.00
Maxillofacial Prosthetics . Q

y not benefits of Delta Dental programs. When covered, they

follow the benefits required under state regulatory g es, and typically are limited to services provided to newborn,

D5900-5999 Maxillofacial prosthetic procedures are ?\
dependent children for medically diagnosed con 'taefects, birth abnormalities.

Implant Services K

Pre-Surgical Services Q

D6190  Radiographic/surgical implars% ............................................................................................................... B/R*

Surgical Services x

D6010  Surgical placement ofimplant body: endosteal Implant .............oovveiiiiii e 0.00

D6012  Surgical placem werim implant body for transitional prosthesis: endosteal implant...............cc.......... 0.00
(Delta Dental rs this procedure part of the transitional prosthesis which is not a covered benefit)

D6040  Surgical plac L EPOSTEAL IMPIANT. ...ee ittt e e 0.00

D6050  Surgical F"\ Nt tranSOoSteal IMPIANT.........ooiii e 0.00

Implant Suppor &vosthetics

Supporting S res

D6055 implant supported CONNECHING DA ...........ouiiiiiie e e e e e e eee s 0.00

D5212  Mandibular abutment — iNClUAES PIACEMENT .........oviiiiieee e s e e e e 0.00

D6056  Prefabricated abutment — iNClUES PIACEMENT .........coiiiiiiiii e 0.00

D6057  Custom abutment — iNCIUAES PIACEMENT. .........oiiiiiiiie ittt aneee s 0.00

Implant/Abutment Supported Removable Dentures

D6053  Implant/abutment supported removable denture for completely edentulous arch .............occccveevveeeii e, 0.00

D6054  Implant/abutment supported removable denture for partially edentulous arch.........cccccccovvieiiiieeeee e, 0.00

Implant/Abutment Supported Fixed Dentures (Hybrid Prosthesis)

D6078  Implant/abutment supported fixed denture for completely edentulous arch..........cccccccoeiiiiiiiieee i, 0.00

D6079  Implant/abutment supported fixed denture for partially edentulous arch ..........cccocceviiiii i, 0.00
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Single Crowns, Abutment Supported

D6058  Abutment supported POrcelain/CeramiC CrOWN ..........ciiiuuerie ittt e ettt ettt et e et e e s sbe e e s sbb e e esnbneeesannneeas 0.00
D6059  Abutment supported porcelain fused to metal crown (high noble metal) ..., 0.00
D6060  Abutment supported porcelain fused to metal crown (predominantly base metal) ...........ccooociiiinnins 0.00
D6061  Abutment supported porcelain fused to metal crown (noble metal) ... 0.00
D6062  Abutment supported cast metal crown (high noble metal) ...........ccccoviiiiiiii e 0.00
D6063  Abutment supported cast metal crown (predominantly base metal) ..., 0.00
D6064  Abutment supported cast metal crown (NOBIE MELAI) ........cooiiiiiiiiie e e e e e nreeeees 0.00
D6094  Abutment supported crown — (HitaniUM) .......coooiieiiiiiiiree e e e e rreeee e % .............. 0.00
Single Crowns, Implant Supported Q

D6065  Implant supported porcelain/CeramiC CrOWN ...........c.uvveeeeeeiiiiiieie e e e e e e @ ........................... 0.00
D6066  Implant supported porcelain fused to metal crown (titanium, titanium alloy, high etal)......cccveeenen 0.00
D6067  Implant supported metal crown (titanium, titanium alloy, noble metal) ............... 8. Moo, 0.00
Fixed Partial Denture, Abutment Supported

D6068  Abutment supported retainer for porcelain/ceramic FPD ... N 0.00
D6069  Abutment supported retainer for porcelain fused to metal FPD (higf noh etal) ..o 0.00
D6070  Abutment supported retainer for porcelain fused to metal FPD (predgmihantly base metal) ................c....... 0.00
D6071  Abutment supported retainer for porcelain fused to metal FP ble metal).......ccccevviiieeii e, 0.00
D6072  Abutment supported retainer for cast metal FPD (high nobi% ............................................................. 0.00
D6073  Abutment supported retainer for cast metal FPD (predomi % ase metal) ........oooccvveeieee e 0.00
D6074  Abutment supported retainer for cast metal FPD (nobIe&l .................................................................... 0.00
D6194  Abutment supported retainer crown for FPD — (fitanium s.........cooooiiiiiiieiiieee e 0.00
Fixed Partial Denture, Implant Supported Q

D6075  Implant supported retainer for ceramic FPD_.* O ...................................................................................... 0.00
D6076  Implant supported retainer for porcelain fu tmetal FPD (titanium, titanium alloy, or high noble metal). 0.00
D6077  Implant supported retainer for cast metal fb titanium, titanium alloy, or high noble metal)....................... 0.00

Other Implant Services §
D6080  Implant maintenance procedures 1% ing removal of prosthesis, cleansing of prosthesis and abutments and
reinSertion Of PrOStNESIS ...yl e e e e e e e e e nnbae e e e enees 0.00

D6090  Repair implant supported p 11T PP B/R*
D6095  Repair implant abutme Q ...................................................................................................................... B/R*

D6091  Replacement of semi-pr on or precision attachment (male or female component) of implant/abutment

supported prosthesi L= 11 = o3 0 0= 0 ) SRRSO 0.00
(D6091 is a bene after the prosthodontic time limitation (usually 5 years) has elapsed since the implant
d

attachment w. )

D6092  Recemeny i AbUtMENT SUPPOIEA CrOWN .. ...eiiiiiiiii ettt e s sabaee e 0.00
(Any rec ion within six months after placement of the appliance is considered to be included in the initial
place Benefits may be paid for one recementation after six months)

D6093 Re implant/abutment supported fixed partial deNtUIe...........cooiiiiii e 0.00

ecementation within six months after placement of the appliance is considered to be included in the initial
placement. Benefits may be paid for one recementation after six months)

D6094  CDT coding places procedure D6094 immediately following DBOBA ...........ccooviiiiiiiiiiiiieiiiieeee e 0.00

D6190 CDT coding places procedure D6190 immediately before DB0L0...........ccevveeiiiiiiiiiiieiie e 0.00

D6194  CDT coding places procedure D6194 immediately following DB074 .........cooeeeiiiiiiiiiieieee e 0.00

D6199  Unspecified IMPIant PrOCEAUIE ..........cuiiiieiie et e e e e e e s e et e e e e e e s s e st e b e e e e eaeeesaastraaeeeaeeessannnnrenns B/R*

Fixed Partial Denture Pontics

D6205  Pontic - indirect resin based COMPOSITE. ........cciii i e e e e e s e e e e e e s e sraeeeeaeeeessnnnnnns 332.00

D6210  Pontic - cast high NODBIE METAL .........cooi e e e e e s et r e e e e e e e s sannnes 370.00

D6211  Pontic - cast predominantly Base MELAl ...........cooiiiiiiiiiiie e e 332.00

D6212  PONtC - CASE NODIE MELAL ...ttt e e ettt e e s s be e e e st beeee e snbaeeeesanbeeeeeane 357.00
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[ Y240 I S = o | 1 o 1= o1 U o o PO PPRRPR 370.00
D6240  Pontic - porcelain fused to high noble Metal .............oooiiii e 369.00
D6241  Pontic - porcelain fused to predominantly base metal............c..oeeiiiiiiiiiii e 346.00
D6242  Pontic - porcelain fused t0 NODIE METAL ...........uiiiiiiiiii e 353.00
Fixed Partial Denture Retainers—Inlays/Onlays
D6545  Retainer - cast metal for resin bonded fixed ProsSthesIS ..........ooeiiiiiiiiii 155.00
D6600 Inlay - porcelain/ceramic, two surfaces (an alternate benefit of D6602 will be given) .........cccccevvveeiinnns 260.00
D6601 Inlay - porcelain/ceramic, three or more surfaces (an alternate benefit of D6603 will be giv; 2 YHTTTOo 302.00
D6602  Inlay - cast high noble metal, tWO SUIMACES ..........ocuiiiiiiiiii e Mg e e 260.00
D6603 Inlay - cast high noble metal, three or more surfaceso ................. 302.00
D6604  Inlay - cast predominately base metal, two surfaces...........ccccceveiiiiiiiiiii e, @ ....................... 260.00
D6605 Inlay - cast predominately base metal, three or more surfaces ..........ccccveeeeeeee e N s 302.00
D6606  Inlay - cast noble metal, tWO SUIACES ........cooooiiiiiiiiiiiiiieiiieiee e R e e 260.00
D6607  Inlay - cast noble metal, three or more SUrfacCes ........evvveeiiiiiiiiieece g R e 302.00
D6608  Onlay - porcelain/ceramic, two surfaces (an alternate benefit of D6610 will 1Y/=T ) P 361.00
D6609  Onlay - porcelain/ceramic, three or more surfaces (an alternate benegfi @ 11 will be given).............. 388.00
D6610  Onlay - cast high noble metal, two surfaces..........ccccccoviieeiiiiiienennnd & ................................................. 361.00
D6611  Onlay - cast high noble metal, three or more SUrfaces..........ccvvevvee e . M reieii e 388.00
D6612  Onlay - cast predominately base metal, two surfaces............. . RS 361.00
D6613  Onlay - cast predominately base metal, three or more surfa@ ......................................................... 388.00
D6614 Onlay - cast noble metal, two surfaces...........cccccveeeviinnn. ! A SRR 361.00
D6615  Onlay - porcelain/ceramic, three or more surfaces ...... B, PP U PP PUUPRPURRPN 388.00
Doy S [ | = VA 1] 7= o110 o s, AT PO PPPRRPTN 302.00
D6634 Onlaymamqu ............................................................................ 388.00
Fixed Partial Denture Retainers—Crowns ‘\O
D6710  Crown - indirect resin based composite ... ’\, ........................................................................................... B/R*
D6750  Crown - porcelain fused to high noble e@b ........................................................................................... 383.00
D6751  Crown - porcelain fused to predomingsdtl SE MELAL...eiiii e 341.00
D6752  Crown - porcelain fused t0 NODIE MIBTRL.Y.....eeiii e e et e e st e e e s sbaeeeeeanes 357.00
D6780  Crown - 3/4 cast high noble me r{ ........................................................................................................ 395.00
D6781  Crown - 3/4 cast predominarwe METAL.....iiiiiii i 372.00
D6782  Crown - 3/4 Cast NODIE MEEENL ... .ottt e e sttt e e s srbe e e s snbbe e e e s nrbeeeeeanes 386.00
D6783  Crown - 3/4 cast porcel@mic (an alternate benefit of D6780 will be given) .........ccccevevviiiieniinenen. 405.00
D6790  Crown - full cast NighQODIEPMETAL ..........ueiiiiii e sbre e e e aaee 372.00
D6791  Crown - full cast INANEY DASE MELAL ... e 330.00
D6792  Crown - full ¢ 7] = | SRS 349.00
DB794  CrOWN = TANMILTING - e eeeeeee ettt et e e e e e sttt et e e e e s s s ettt e e eaeesasaanbbeeeeeaeeeaaaanbbeeeaaeesaannbnbeeeeaaaeessannsnes 378.00
*
Other Fixed Parti re Services
D6930 Rece =T I 0Tz LU= Lo [T ) (0 TSR 39.00
D6970 Po ore in addition to fixed partial denture retainer, indirectly fabricated............cccccociiiiiieininnen, 124.00
D6972 ricated post and core in addition to fixed partial denture retainer...........cccoueeeiiiiienniieeie e, 98.00
D6973  Core buildup for retainer, iNCIUAING @NY PINS .....oiiiiiiiie et e e 96.00
D6980  Fixed partial deNTUIE FEPAIN.........iiiieiiie ittt etttk e e e it et e e s be et e e aabb et e eabb et e e abb e e e e s anbne e e s aaneeeas B/R*
Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)
D7140  Extraction, erupted tooth or exposed root (elevation &/or forceps removal).........cccceveeeeiiicciiiiieee e, 62.00
Surgical Extractions (Includes local anesthesia, suturing, if needed and routine postoperative care)
D7210  Surgical removal of erupted t00tN.........ciiiiiie e aaeeeeaan 118.00
D7220 Removal of impacted tOOth - SOt ISSUE .......cuuiiiiiiiiie e e 155.00
D7230 Removal of impacted tooth - partially DONY .........cceuiiiiiii e e 205.00
D7240 Removal of impacted tooth - completely DONY ........ooeeiieiiiii e 242.00

DTOA [TOA#]



PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D7250  Surgical removal of residual tooth roots (CUtting ProCEAUIE)..........ueieiiiiiieeiiiie et 118.00
Other Surgical Procedures
D7280  Surgical access of an UNEruPtEd tOOLN ........ciiii i e e e e e e e e e e e e e 155.00
D7283  Placement of device to facilitate eruption of impacted t00th ..o B/R*
D7285  Biopsy of oral tissue - hard (DONE, tEELN) .....ceeii i e e e e e e e 158.00
D7286  BIiOpSY Of OFal ISSUE - SOM .....eeiieiiiiie e e et e et e e s st b e e e e s nbbeeeeeaans 118.00
D7290  Surgical repositioning Of TEETN ........eeiiii et B/R*
Alveoloplasty — Surgical Preparation of Ridge 5\?
D7310  Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per q@a | U 121.00
D7311  Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per, rant ............... 73.00
D7320  Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spa guadrant (usually

in preparation for ProStNESIS) .......ccoi i @ ........................... 167.00
D7321  Alveoloplasty not in conjunction with extractions - one to three teeth or too@ S, per quadrant ....... 101.00
Vestibuloplasty
D7340  Vestibuloplasty - ridge extension - (secondary epithelialization)......£7.7... O ........................................... 161.00
D7350  Vestibuloplasty - ridge extension (including soft tissue grafts, mus@ttachments, revision

of soft tissue attachments and management of hypertrophied@y r plastic tisSU€) ........cccevevrunneen. 326.00
Surgical Excision of Soft Tissue Lesions ¢ \
D7410  Excision of benign [esion t0 1.25 CM.....ccccevveeeiiiiiiiiieeee e g \ ..................................................................... B/R*
D7411  Excision of benign lesion diameter greater than 1.25 CHR N . eee e B/R*
D7412  Excision of benign [€Sion COMPICALE. ........uiiiiiiie e e ee et r e e e e e e e e e s st e e e e e e e s ennneeees B/R*
D7413  Excision of malignant lesion, upto 1.25cm....... Q ................................................................................ B/R*
D7414  Excision of malignant lesion greater than 1.28, . [...0....c.ueiii i B/R*
D7415  Excision of malignant lesion, complicated...’\} .......................................................................................... B/R*
Surgical Excision of Intra-Osseous Lesions
D7440  Excision of malignant tumor - Iesion@er 0T oI (o T 22 o] o 1S B/R*
D7441  Excision of malignant tumor - Iesio%t meter greater than 1.25 CM ... B/R*
D7450  Removal of benign odontog i@ umor - lesion diameter Up t0 1.25 CM .....cvevveieieieieecie s B/R*
D7451  Removal of benign odontoggx t/tumor - lesion diameter greater than 1.25 CM........cccoocveeieiiiiieenninnnn. B/R*
D7460  Removal of benign non dﬁg nic cyst/tumor - lesion diameter up t0 1.25 CM ......ccveeeiiiiiieiniiiieeeieeeee B/R*
D7461  Removal of benign non& genic cyst/tumor - lesion diameter greater than 1.25 CM..........cccceeevviieeennen. B/R*
D7465  Destruction of Iesior@by physical or chemical Methods. ... B/R*
Excision of Bone Tiss
D7471  Removal of | X0Stosis (maxilla or MANAIDIE) ......coiiiiiiii e 524.00
D7472  Removal 2= 1= 1011 11 ST PP PP PP PR 524.00
D7473 Remoan LTS3 4= U o 1 o TU ] = TS 524.00
Surgical Inci @'
D7510 | n and drainage of abscess - intraoral SOft ISSUE...........uuuiiiiiii i B/R*
D7520 Incision and drainage of abscess - extraoral SOft ISSUE...........ueeuiiiiiiiiiiiiiiiee e B/R*
D7530 Removal of foreign body from mucosa, skin or subcutaneous alveolar tiSSUE ..........cccceevvvciiiieereeeeeeccieeee, B/R*
D7540  Removal of reaction-producing foreign bodies, musculoskeletal SyStem............coccveiiiiiiiiiiiieee e, B/R*
D7550  Partial ostectomy/sequestrectomy for removal of non-vital bone.............ccccvvei i B/R*
D7560  Maxillary sinusotomy for removal of tooth fragment or foreign body...........coccvviiiiiiiiiii e B/R*
Treatment of Fractures-Simple
D7610 Maxilla - open reduction (teeth immobilized, if PreSENt) .......c..uveeeieiii i B/R*
D7620  Maxilla - closed reduction (teeth immobilized, if PreSeNnt)..........cooiiiii i B/R*
D7630  Mandible - open reduction (teeth immobilized, if PreSent)..........ooouiiii B/R*

DTOA [TOA#]



PROCEDURE TABLE OF

NUMBER PROCEDURE DESCRIPTION ALLOWANCE
D7640  Mandible - closed reduction (teeth immobilized, if PreSeNnt) ... B/R*
D7650  Malar and/or zygomatic arch - OPEN FEAUCTION ........ueiiiiiiiiie ettt e e eeeeas B/R*
D7660  Malar and/or zygomatic arch - CloSed redUCTION. .........coouuiiiiiiiiii et B/R*
D7670  Alveolus - closed reduction, may include stabilization Of teeth .............ccueiiiiiiiiiii e B/R*
D7680  Facial bones - complicated reduction with fixation and multiple surgical approaches...........ccccccocvvveininnenn. B/R*

Repair of Traumatic Wounds
D7910  Suture - up to 5¢cm (when performed in conjunction with extractions, this service is considered to be included
as part Of the EXIFACTION) ... ...u it e e e e e e e e e 5@ .............. B/R*

Complicated Suturing (Reconstruction requiring delicate handling of tissues and wide undermini@r meticulous

closure) @

D7911  Complicated SUtUIE - UP tO5 CMuciiiiiiiiiiiiieiiiiiie e G e B/R*
D7912  Complicated suture - greater than 5 CM .......ocvvveeiiiiiiiniiieeieceeieeee e @ g et B/R*
Other Repair Procedures @

D7960  Frenulectomy (frenectomy or frenotomy) - separate procedure.............. N e viiiiiiee e B/R*
D7970  Excision of hyperplastic tissue - per arch...........ccccocveveeeeivvccvveenn e, 0 ............................................... B/R*
D7971  Excision of pericoronal gingiva...........ccccuveeieeeeeiiiiiiiiie e C) ..................................................... B/R*

Orthodontics
(Delta Dental’s allowances for all orthodontic procedures include all {afkces, adjustments, insertion, removal and

post treatment stabilization (retention). Delta Dental will make an al ce for the cost of a standard orthodontic
treatment when specialized orthodontic appliances or procedure hosen for aesthetic considerations)

Delta Dental Limited Orthodontic Treatment 9

D8010  Limited orthodontic treatment of the primary femtitirT............ooeiiii e 0.00
D8020  Limited orthodontic treatment of the transitixvd BIHON ..o 0.00
D8030  Limited orthodontic treatment of the adol ENEHION ...ttt 0.00
D8040  Limited orthodontic treatment of the a %mon ....................................................................................... 0.00
Interceptive Orthodontic Treatment

D8050 Interceptive orthodontic treat] he primary dentition ... 0.00
D8060 Interceptive orthodontic trea@f the transitional dentitioN.............ooviiiieriii e 0.00
Comprehensive Orthodontic Tr@&nﬁ

D8070  Comprehensive orthodonti® treatment of the transitional dentition ............ccccccoo v, 0.00
D8080  Comprehensive t)—%\tic treatment of the adolescent dentition ..., 0.00
D8090  Comprehensive ntic treatment of the adult dentitioN............cc.ueeii e 0.00

Minor Treatment t Harmful Habits

D8210 Remova =Yg Tot N (g T=T = o )PP PU PP PTPPR 0.00
(This ure is an orthodontic service only, and is not equivalent to a night guard, occlusal orthotic device,
bite or occlusal splint which are provided for non-orthodontic purposes)

D8220 ; LYo o] E=T g Lot g (=T = o) PP P PP PPOTPPPN 0.00

Other Orthodontic Services

D8660  Pre-orthodontiC treatMENT VISIt..........oiiiiiiiiiiiiiiie ettt e st e e e sttt e e sbb e e e e s nnbae e e e snnneeas 0.00
(Equivalent to procedure D0150)

D8670  Periodic orthodontic treatment visit (as part Of CONITACE) ..........cooiiiiiiiiiiii s 0.00

(Delta Dental considers periodic treatment visits to be part of, and included in the contracted fees for, limited,
interceptive and comprehensive orthodontic treatment)

D8680  Orthodontic retention (removal of appliances, construction and placement of retainer[s])............ccccveerrvneen. 0.00
D8690  Orthodontic treatment (alternative billing to @ CONract fE) ........cocuiiii i 0.00
D8693  Rebonding or recementing; and/or repair, as required, of fixed retainers...........cccoceeiiiiiiiie e, 0.00
D8999  Unspecified OrthodONtIC PrOCEAUIE..........u ittt e e e e e e s bbb e et e e e e e s aabbbbe e e e e e e e s annbereees B/R*

DTOA [TOA#]



PROCEDURE TABLE OF
NUMBER PROCEDURE DESCRIPTION ALLOWANCE

Adjunctive General Services

D9110  Palliative (emergency) treatment of dental pain - MINOr ProCEAUIES.........c.oiiiiiiiiiiiiiieee e 50.00

Anesthesia

D9220  Deep sedation/general anesthesia - first 30 MINULES ..........ccviiiiiiiie e e e e 143.00

D9221  Deep sedation/general anesthesia - each additional 15 MINUIES............covviviiiiiiiiiiiiieee e 31.00

D9241  Intravenous conscious sedation/analgesia - first 30 MINUIES ..........uviiiiiiiii i 157.00

D9242  Intravenous conscious sedation/analgesia - each additional 15 minutes ...............cccceeenee. . % ............ 29.00
Xt whose opinion

Professional Consultation (Delta Dental considers this procedure to be for a consultation by a s
or advice has been requested regarding a specific problem when routine diagnostic procedure been performed by a

general dentist and the treatment is not provided by the specialist).
D9310  Consultation - diagnostic service provided by Provider or physician other th @ing Provider
OF PRYSICIAN. ....eeiiiiiieie ittt e e e snreeessnnneessnnneee M s By st e bt e e s et e e et e e e aeneas 54.00

D9930  Treatment of complications (post-surgical) - unusual CircumstanCesy.... M. ..o B/R*

Miscellaneous Services C O

*By Report — Delta Dental will determine the maximum allowa‘n@d on a narrative report submitted by the

Provider. \

NOTE: The procedures described and allowances indicat this table are subject to the terms of the
Contract and Delta Dental processing policies an@y be limited or excluded.

Note: The above codes and nomenclature are copyrigf c@ American Dental Association. Notes in italic type have

been added by Delta Dental for clarification of its pro INg policies with respect to these procedures and are not part
of the ADA’s nomenclature. @

[(D147] 5\0
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NOTICE OF PRIVACY PRACTICES AND CONFIDENTIALITY OF YOUR HEALTH CARE INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice is required by law to tell you how Delta Dental protects the confidentiality of your health care
information in our possession. Protected Health Information (PHI) is defined as any individually identifiable
information regarding a patient's healthcare history; mental or physical condition; or treatment. Some examples
of PHI include your name, address, telephone and/or fax number, electronic mail address, social security
number or other identification number, date of birth, date of treatment, treatment records, x-rays, enroliment and
claims records. Delta Dental receives, uses and discloses your PHI to administer your benefit plan 9
permitted or required by law. Any other disclosure of your PHI without your authorization is prohial*%

We must follow the privacy practices that are described in this notice, but also comply W|th
requirements under federal or state law that may apply to our administration of your ben EHowever, we may
change this notice and make the new notice effective for all of your PHI that we maintaifi. e make any
substantive changes to our privacy practices, we will promptly change this notice an istribute to you within
60 days of the change to our practices. You may also request a copy of this notic@ne by contacting the
address or phone number at the end of this notice. You should receive a copy notice at the time of
enrollment in a Delta Dental program, and we will notify you of how you cafi re a copy of this notice every
three years.

Permitted Uses and Disclosures of Your PHI . Q

We are permitted to use or disclose your PHI without your prior \nzation for the following purposes. These
permitted uses and/or disclosures include disclosures to you, nd/or disclosures for purposes of health
care treatment, payment of claims, billing of premiums angsqther health care operations. If your benefit plan is
ide PHI to your employer or that sponsor for

| to third parties that perform services for Delta
es are required by law to sign a contract agreeing to
disclosed to an affiliate that performs services for Delta

K8

your PHI to comply with a valid authorization, to notify or assist in
, Or a personal representative of your condition, to assist in disaster
relief efforts, and to report victi use, neglect, or domestic violence. Other permitted uses and/or
disclosures are for purposes of oversight by government agencies, judicial, administrative, or other law
enforcement purposes, |nfo tion about decedents to coroners, medical examiners and funeral directors, for
research purposes, for o Bg nation purposes, to avert a serious threat to health or safety, for specialized
government functions s military and veterans activities, for workers compensation purposes, and for use
in creating summar ation that can no longer be traced to you. Additionally, with certain restrictions, we
are permitted to /or disclose your PHI for underwriting. We are also permitted to incidentally use and/or
disclose your ing the course of a permitted use and/or disclosure, but we must attempt to keep incidental
uses and/a sures to a minimum. We use administrative, technical, and physical safeguards to maintain

We are also permitted to use and/or,
notifying a family member, another

the priv ur PHI, and we must limit the use and/or disclosure of your PHI to the minimum amount
necessary t6'accomplish the purpose of the use and/or disclosure.



Examples of Uses and Disclosures of Your PHI for Treatment, Payment or Healthcare Operations

Such activities may include but are not limited to: processing your claims, collecting enroliment information and
premiums, reviewing the quality of health care you receive, providing customer service, resolving your
grievances, and sharing payment information with other insurers. Additional examples include the following.

e Uses and/or disclosures of PHI in facilitating treatment.

For example, Delta Dental may use or disclose your PHI to determine eligibility for services requested
by your provider.

e Uses and/or disclosures of PHI for payment.
For example, Delta Dental may use and disclose your PHI to bill you or your plan sponso 6
e Uses and/or disclosures of PHI for health care operations.

For example, Delta Dental may use and disclose your PHI to review the quality rovided by our
network of providers.

Disclosures Without an Authorization @

We are required to disclose your PHI to you or your authorized personal r S tive (with certain
exceptions), when required by the U. S. Secretary of Health and Human Vigas to investigate or determine
our compliance with law, and when otherwise required by law. Delta Dgatal may disclose your PHI without your
prior authorization in response to the following: . &

e Court order;

e Order of a board, commission, or administrative age for purposes of adjudication pursuant to its
lawful authority;

e Subpoena in a civil action; .
e Investigative subpoena of a government b },\commission, or agency;
e Subpoena in an arbitration;

e Law enforcement search warrant; c@
e Coroner's request during investj &) .

36
Disclosures Delta Dental Makes our Authorization

Delta Dental will not use or disc& our PHI without your prior authorization if the law requires your
authorization. You can laterg®yoke that authorization in writing to stop any future use and disclosure. The
authorization will be obta\&)m you by Delta Dental or by a person requesting your PHI from Delta Dental.

Your Rights Regargh |
+ ¢

You have the ri \o request an inspection of and obtain a copy of your PHI. You may access your PHI by
contacting ¢h opriate Delta Dental office. You must include (1) your name, address, telephone number and
identific%n ber and (2) the PHI you are requesting. Delta Dental may charge a reasonable fee for
providing copies of your PHI. Delta Dental will only maintain that PHI that we obtain or utilize in providing
your health care benefits. Most PHI, such as treatment records or X-rays, is returned by Delta Dental to the
dentist after we have completed our review of that information. You may need to contact your health care

provider to obtain PHI that Delta Dental does not possess.

You may not inspect or copy PHI compiled in reasonable anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, or PHI that is otherwise not subject to disclosure under federal or state law.
In some circumstances, you may have a right to have this decision reviewed. Please contact the privacy office
as noted below if you have questions about access to your PHI.

You have the right to request a restriction of your PHI. You have the right to ask that we limit how we use
and disclose your PHI. We will consider your request but are not legally required to accept it. If we accept your



request, we will put any limits in writing and abide by them except in emergency situations. You may not limit the
uses and disclosures that we are legally required or allowed to make.

You have the right to correct or update your PHI. This means that you may request an amendment of PHI
about you for as long as we maintain this information. In certain cases, we may deny your request for an
amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with
us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. If your
PHI was sent to us by another, we may refer you to that person to amend your PHI. For example, we may refer
you to your dentist to amend your treatment chart or to your employer, if applicable, to amend your enroliment
information. Please contact the privacy office as noted below if you have questions about amending your PHI.

You have the right to request or receive confidential communications from us by alternati ns or at
a different address. We will agree to a reasonable request if you tell us that disclosure of you ould
endanger you. You may be required to provide us with a statement of possible danger, a di address,

another method of contact or information as to how payment will be handled. Please mal
to the privacy office as noted below.

equest in writing

, if any, of your PHI.
care operations or for

You have the right to receive an accounting of certain disclosures we have rfa
This right does not apply to disclosures for purposes of treatment, payment, or
information we disclosed after we received a valid authorization from you. Addi lly, we do not need to
account for disclosures made to you, to family members or friends involve®in your care, or for notification
purposes. We do not need to account for disclosures made for natio ecurity reasons or certain law
enforcement purposes, disclosures made as part of a limited data‘%ental disclosures, or disclosures
made prior to April 14, 2003. Please contact the privacy oﬁice@ elow if you would like to receive an

accounting of disclosures or if you have questions about this rig

You have the right to get this notice by e-mail. You ha e right to get a copy of this notice by e-mail. Even
if you have agreed to receive notice via e-mail, you als he right to request a paper copy of this notice.

*
Complaints 5\\
You may complain to us or to the U. S. Secre %ealth and Human Services if you believe that Delta Dental
has violated your privacy rights. You may fi omplaint with us by notifying the privacy office as noted below.

We will not retaliate against you for fiIinE & plaint.

Contact s\

You may contact the Privacy D@ent at the address and telephone number listed below for further
information about the comp@ process or any of the information contained in this notice.

Address:  Delt nsurance Company
P.O 809

AK ta, GA 30023
Phone; (USO—641-5100

This no?'e& effective on and after July 1, 2006.
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Page 1: Comment [D1] Dentegra 6/18/2009 2:55:00 PM
Enter Contractholder name as it appears on the application.

Page 1: Comment [D2] Dentegra 6/18/2009 2:55:00,2M
Enter Contractholder's group number as it appears on the application. \

Enter original effective date as it appears on the application.

o~
Page 1: Comment [D3] Dentegra 6/18/2 o@s‘:oo PM

@2009 2:55:00 PM

Page 1: Comment [D4] Dentegra
Use revised date when notification of change is received, wr@gires a

modification/revision to the Evidence of Coverage.
X\" 6/18/2009 2:55:00 PM

L 3
Page 2: Comment [D5] Dentegra } _ _
Choose Calendar or Contract Year sentence @ on application.

2 g

Page 2: Comment [D6] 6/18/2009 2:55:00 PM

De
Time period would be changed @tch what the group requested on
application. %
A\

Page 2: Comment [D7] \\ Dentegra 7/17/2009 8:19:00 AM
Use this option if progr {5 PPO/PPO or PPO/Program Allowance; this is
standard. Delete if a%{@ option is purchased. Benefits vary by group
coinsurance percent MOptions are 0-100%. In and out-of network benefits
may vary, but not a ore than twenty-five percent (25%). May also be sold as
a high-low plan ;é;e Enrollee would choose which coverage they wanted,;

however, Enr ould only be covered under one option for any given year.
Basic, maj 0, TMJ and Implants would be deleted if not purchased.

. : nZ}
Page 2: <o ent [D8] Dentegra 6/18/2009 2:55:00 PM

Usé option if PPO with Table of Allowances is purchased; otherwise, delete.
oinsurance % options are 0% to 100%. In-Network and Out-of-Network %
are the same. May be sold as a high/low program where percentages would be
different. Enrollee would only be covered under one option at any given year.
Ortho and TMJ may be deleted if not included in plan design chosen by the
Contractholder. If sold as a step plan, the following statement would be inserted
into the Benefit Section: “Benefits would increase each year either every January
1st or the anniversary of the Primary Enrollee.”

Page 2: Comment [D9] Dentegra 6/18/2009 2:55:00 PM



Include this section if Contractholder selects a "Late Entrant Provision";
otherwise delete. 12 months is standard but other time frames may be requested
by Contractholder.

Page 3: Comment [D10] Dentegra 6/18/2009 2:55:00 PM
Include this section if waiting periods apply; otherwise, delete. Time period option
for all waiting periods is 6 months to 36 months.

Page 3: Comment [D11] Dentegra 6/18/2009 2:55:0@

Include paragraph if waiting period applies to Basic, Major, and TMJ. Ad
delete Benefits as indicated on approved application. If different waitin iods
apply to each benefit, a new bullet point would be used for each be wdicating

the different time period. (Q

Page 3: Comment [D12] Dentegra ’18/2009 2:55:00 PM
This sentence is standard - dependent waiting period (Is rmined by primary
Enrollee's length of coverage. Delete this sentence | ernative is approved
(dependent waiting period determined by dependess\'Bwn length of coverage).

*

\

Page 3: Comment [D13] Dentegra * - 6/18/2009 2:55:00 PM

Use this sentence if Contractholder had p@: erage.
o« O

Page_ 3: Comment [D1_4]_ ra 6/18/2009 2:55:00 PM
Use if ortho benefit is covered for only.

Page 3: Comment [D15] N, Dentegra 6/18/2009 2:55:00 PM
Use if ortho benefit is cov@{or adults and children.

N\

Page 3: Comment [D16] \‘ Dentegra 6/18/2009 2:55:00 PM
This sentence s dard — dependent waiting period is determined by primary
enrollee’s | coverage. Delete this sentence if alternative is approved
(dependen ng period determined by dependent’s own length of coverage).

*
O\

P “dmment [D17] Dentegra 6/18/2009 2:55:00 PM

% sentence if Contractholder had prior coverage.

Page 3: Comment [d18] dpcxr5 6/18/2009 2:55:00 PM
Standard - deductible the same for both in- and out-of-network; program option
availbale for different in- and out-of-network if allowed by state regulation and
selected by the Contractholder. If an Enrollee switches between in- and out-of-
network benefits during the Calendar/Contract Year the Deductible may be
adjusted accordingly

Page 3: Comment [D19] Dentegra 6/18/2009 2:55:00 PM



Use this option for individual deductible. Choose Contract or Calendar Year per
application. Range for individual deductible is $0-$500. If no deductible applies,
the variables would be deleted from the Deductible section. If sold as a high/low
plan, there could be a separate deductible for each option.

Page 3: Comment [D20] Dentegra 6/18/2009 2:55:00 PM

Range for family deductible is $0-$1500. Choose Contract or Calendar Year per
application. If there is no family deductible, delete.

Page 3: Comment [D21] Dentegra 6/18/20092@
If a lifetime deductible is sold, this option would be used. If a ar or

Contract Year option is sold, this option would be deleted. Range I|fet|me
deductible is $0 - $500.

Page 3: Comment [D22] Dentegra 18/2009 2:55:00 PM

Include if Orthodontia has a separate deductible. $O-$5@r calendar or
contract year and $0-$500 for lifetime. Use correct \oé'en or items in brackets

based on what is shown on the application. . \

Page 3: Comment [D23] Dentegra ™% 6/18/2009 2:55:00 PM
Include if TMJ has a separate deductibl@wo for calendar or contract year
and $0-$1000 for lifetime. ;\\

Page 3: Comment [D24] vDentegra 6/18/2009 2:55:00 PM

Include if Implant Benefits e separate Deductible. $0-$500 for calendar or
Contract Year and $0-$ or lifetime. Would be indicated in special request
section of appllcat|on

Page 3: Commen Dentegra 6/18/2009 2:55:00 PM

Use thls sta t if the deductible is waived for D&P. Delete Ortho, Implants or

TMJ if th nefits are covered and a deductible applies to each or if those

benef|t aiehot covered. However, if those Benefits are covered and a
ufﬁe does not apply, keep them in the sentence.

Page 3: Comment [D26] Dentegra 6/18/2009 2:55:00 PM

This statement would be included if 4th quarter carryover is purchased.

Page 3: Comment [D27] Dentegra 6/18/2009 2:55:00 PM
Use this statement if there is deductible takeover and it's a Calendar Year with
Contractholders effective after Jan 1.



Page 3: Comment [D28] Dentegra 6/18/2009 2:55:00 PM

Include this deductible takeover option if there is a separate calendar year
deductible for one or more of the Benefits mentioned.

Page 3: Comment [D29] Dentegra 6/18/2009 2:55:00 PM

Include this deductible takeover option if there is a separate lifetime deductible for one or more of
the Benefits mentioned.

Page 3: Comment [d30] dpcxr5 6/18/2009 2: M

Standard — maximum the same for both in- and out-of-network; prog tion
available for different maximums in- and out-of-network if allowe@/'by state
regulations and selected by Contractholder. The combined max amount
payable each year for In-Network and Out-of-Network Benefitg Wil*not exceed
the maximum amount for In-Network Benefits. However, if ut-of-Network
Benefits are used for the calendar year, the maximum will ceed the Out-of
Network maximum. Q

Page 3: Comment [D31] Dentegra 6/18/2009 2:55:00 PM
Annual maximum - Options are $500 - $5,000 riod. If sold as a high/low
plan, there could be separate maximums fo@ption. Choose correct option
Contract or Calendar Year and per Enrolle amily per the application. The
range can be $500-$5,000. Q

%egra 6/18/2009 3:59:00 PM
lendar Year or Contract Year orthodontic
Children, keep Dependent Child; otherwise,

Page 3: Comment [D32]
Use this option if there is a lifetim
maximum. If orthodontia is limi
delete. Amounts can be $50{

Page 3: Comment [D33] Dentegra 6/18/2009 2:55:00 PM
Include this option < %e is a separate Calendar or Contract Year maximum
(choose correct opti s indicated on approved application) for TMJ. Separate
sentences woul entered if a separate maximum applies for each Benefit.
Ranges for {(6 Calendar Year or Contract Year maximum are $500-$5,000

Page 3: Mt [D34] Dentegra 6/18/2009 2:55:00 PM

In is option if there is a separate lifetime maximum for TMJ. Separate
es would be entered if a separate maximum applies for each Benefit.
Ranges for lifetime maximum are $500-$5,000.

Page 3: Comment [D35] Dentegra 6/18/2009 2:55:00 PM
Based on group application. Options are $500 - 5,000.

Page 3: Comment [d36] dpdjr5 6/18/2009 3:59:00 PM
Use if Contractholder purchase the option whereh D&P Benefits do not apply
towards the Enrollee's yearly maximum. Standard would be not to include this.



Page 3: Comment [D37] Dentegra 6/18/2009 2:55:00 PM
Include if taking over a Calendar Year Contractholder other than on January 1st.

Page 4: Comment [D38] Dentegra 6/18/2009 2:55:00 PM
Include if taking over orthodontic, TMJ benefits from prior carrier.

~
Page 4: Comment [D39] Dentegra 6/18/2009 2:5@
Use this statement if the maximum is waived for D&P. Q
Page 4: Comment [D40] Dentegra 6/184£00%,2:55:00 PM

Choose correct option from the application regarding respongibiity for paying
premiums.

~QO

Page 5: Comment [D41] Dentegra ‘ ’ 6/18/2009 2:55:00 PM

Include if domestic partners are to be covered; othagiise, delete.
. \
\

Page 5: Comment [D42] Dentegra ﬁ 6/18/2009 2:55:00 PM
Use "Member" for association contractg; cfiange "Employee” to “Member”
throughout EOC where applicable if sold t association.

<
350

Page 5: Comment [D43] \egra 6/18/2009 2:55:00 PM
Include "retiree" is retirees are t vered; delete if retirees are not covered.

Page 5: Comment [D44] K - Dentegra 6/18/2009 2:55:00 PM

Would be included if Co& holder requests limitation for late entrants.

O

Page 5: Comment [D » Dentegra 6/18/2009 2:55:00 PM
Use this definif& en the program is PPO/PPO.

[D46] Dentegra 6/18/2009 2:55:00 PM
ition when the program is PPO/Program Allowance.

5: Comment [D47] Dentegra 6/18/2009 2:55:00 PM
Use this definition when the program has a Table of Allowances.

Page 6: Comment [D48] Dentegra 6/18/2009 2:55:00 PM
This definition is used if the program has a Table of Allowances; otherwise,
delete.

Page 6: Comment [D49] Dentegra 6/18/2009 2:55:00 PM
Include if domestic partners are covered.



Page 6: Comment [d50] dpcxr5 6/18/2009 2:55:00 PM
use if dependents are covered until end of the month

Page 6: Comment [D51] Dentegra 6/18/2009 2:55:00 PM
Include if domestic partners are covered.

Page 6: Comment [D52] Dentegra 6/18/2009 2:55:00 PM
Use this option if Underwriting approves allowing young children to c%e
covered until the end of the year they turn 4; must be Section 1 d
employees pay all of dependent premium. Choose Contract or Calenda
indicated on approved application. @

Page 7: Comment [d53] dpcxr5 6 09 2:55:00 PM
The wording in this section is variable and may be tomized for a
Contractholder upon request based on information provi pplication under
plan requirements and/or special requests. Include ion if employer is
contributing 100% of premiums for employees; otherwis lete.

Page 7: Comment [D54] Dentegra E\ 6/18/2009 2:55:00 PM

Include if employer is paying 100% for depen otherwise, delete.

Page 7: Comment [D55] 6/18/2009 2:55:00 PM

Include if employer contributes lootyg\@nployee only.

D

Page 7: Comment [D56] vDentegra 6/18/2009 2:55:00 PM
Include this sentence and se appropriate options if Employee and/or
Dependents must contribu ard coverage.

Page 7: Comment [D57 < - Dentegra 6/18/2009 2:55:00 PM
Use if Contracth r requests and Underwriting approves that Dependents
covered unde er group dental plan would not have to be covered under
this dental 00.

0

Page, ment [D58] Dentegra 6/18/2009 2:55:00 PM
A his option for Employees if Plan is not a Section 125 plan. (standard)

Page 7: Comment [D59] Dentegra 6/18/2009 2:55:00 PM
Use this option is there is a 125 plan. Delete this option if there is not a section
125 plan or if the Contractholder is contributing 100% toward Employees’ cost of
coverage.

Page 7: Comment [D60] Dentegra 6/18/2009 2:55:00 PM
Choose this option for Dependents if Plan is not a Section 125 plan. (standard)



Page 7: Comment [D61] Dentegra 6/18/2009 2:55:00 PM

Use this option is there is a 125 plan. Delete this option if there is not a section 125 plan or if the
Contractholder is contributing 100% toward Dependents’ cost of coverage.

Page 7: Comment [D62] Dentegra 6/18/2009 2:55:00 PM

Use this option if Underwriting approves allowing young children to not be covered until the end of
the year they turn 4; must be Section 125 and employees pay all of dependent premium. Choose
Contract or Calendar Year as indicated on approved application.

Page 7: Comment [D63] Dentegra 6/18/2009 2:55%0°PM

Standard where one spouse may be covered as Primary Enrollee a %o as a
dependent. If both are Primary Enrollees; children may only enroll rone

parent. @
(&)

Page 7: Comment [D64] Dentegra /671872009 2:55:00 PM

dependent of other if both are employees; childre be covered under one or

both parents. $\

Option where one spouse may be covered as a P’;i@g rollee and also as a

Page 7: Comment [D65] Denteglra 6/18/2009 2:55:00 PM

Option where one spouse may not ts%&@red as a dependent of other if both
are employees; children may be e under only one parent.

Page 7: Comment [D66] Dentegra 6/18/2009 2:55:00 PM
Option where one spou Snot be covered as a dependent of other if both
are employees; childr y be enrolled under one or both parents.

Page 7: Commen E@ Dentegra 6/18/2009 2:55:00 PM
Include sec ontractholder selects this provision. 31 days is standard, but
differenb{ mes may be used at the Contractholder’s request.

Paye mment [d68] dpdjr5 6/18/2009 2:55:00 PM

the Flexible Dual Choice option is selection by the Contractholder;
otherwise, delete.

Page 8: Comment [D69] Dentegra 6/18/2009 2:55:00 PM

Use if coverage is effective on the first day of the month.

Page 8: Comment [D70] Dentegra 6/18/2009 2:55:00 PM

Use if coverage is effective on any day other than the first day of the month.



Page 8: Comment [D71] Dentegra 6/18/2009 2:55:00 PM

Standard will be "stop working for Contractholder” for employer groups. Other
wording would be used if sold to an association group.

Page 8: Comment [D72] Dentegra 6/18/2009 2:55:00 PM
Section would be included for employer/employee group and deleted if sold to an

association.
x9

Page 8: Comment [D73] Dentegra 6/18/2009 2:65%0PM

Insert if Contractholder requests or it's noted in the Special Request Qﬂ)n of
application. &

Page 8: Comment [D74] Dentegra 18/2009 2:55:00 PM

Choose Contract or Calendar Year as indicated on appiovell application.

Page 8: Comment [D75] Dentegra ¢ 6/18/2009 2:55:00 PM
Choose Contract or Calendar Year as mdmate@\a proved application.

V_ N

Page 8: Comment [D76] Dentetga 6/18/2009 2:55:00 PM

Use if coverage is effective on the first day & onth.

D

Page 8: Comment [D77] vDentegra 6/18/2009 2:55:00 PM
Use if coverage is effective day of hire or any day other than the first day

of the month. O
3

Choose Contr%Calendar Year as indicated on approved application.

Page 9: Comment [D78 Dentegra 6/18/2009 2:55:00 PM

Page 9: Conffina¥{D79] Dentegra 6/18/2009 2:55:00 PM

Sectio M d be included for employer/employee group and deleted if sold to an

Syl

Page 9: Comment [D80] Dentegra 6/18/2009 2:55:00 PM
Section would be included for employer groups only.

Page 9: Corrjment_ [D_81]_ ) Dent_egra _ ] _6/18/2009 2:55:00 PM
_The benefits, limitations and exclusions in thls section are variable and would be
included or deleted based on approved application.

Page 10: Comment [D82] Dentegra 6/18/2009 2:55:00 PM



Standard is to include wording regarding the Group Highlight section; however, if
an incentive plan is purchased we would use "below" and the information would
be added to the Benefits section.

Page 10: Comment [d83] dpdjr5 7/17/2009 8:21:00 AM
Wording would be added to the bulleted items under Section 4.04 if one of the
following Program options is purchased:

Standard Incentive Plan:
Delta Dental shall pay or otherwise discharge the following Contract Benefit |
of the Maximum Contract Allowance for the following services: Q

Contract Benefit Level

In- Out-of-Network
Network Premier Non-Delta Dental
Xx% XX% XX% during the En e’s first year
XxX% XX% XX% during t lee’s second
year
XX% XX% XX% during th rollee’s third year
Xx% xXx% Xx% d he Enrollee’s fourth
ye coverage and
after.
Benefits will increase each year if the lee utilizes the Benefits of the plan. If
the plan is not utilized the benefit levelagill either remain at the attained level, drop
to the next lowest level or drop tQ se level; under no circumstances would it

tages could be between 0 and 100%. In and
, but not anymore than by twenty-five percent
a break-in-coverage will decrease to the base

fall below a base benefit level. P
out of network percentages m
(25%). [Benefits for Enroll

level.] K
Partial Benefit Incenﬁ@an for part-time employees:
r otherwise discharge the following Contract Benefit Level

Delta Dental sh II%
of the Maximunk tract Allowance for the following services:
@act Benefit Level
In- Out-of-Network
Net Premier Non-Delta Dental

0 XX% XX% during the Enrollee’s first year

(b<x% XX% XX% during the Enrollee’s second
XX% XX% XX% year
XX% XX% XX% during the Enrollee's third year

during the Enrollee’s fourth year
of coverage and thereafter.

Benefits will increase each year if the Enrollee utilizes the Benefits of the plan. If
the plan is not utilized the benefit level will wither remain at the attained level, drop
to the next lowest level or drop to the base level; under no circumstances would it
fall below a base benefit level. Percentages could be between 0 and 100% In and
out of network percentages may vary, but not any more than twenty-five percent
(25%). [Benefits for Enrollees with a break-in-coverage will decrease to the base



level.]

Enrollee/Member Incentive Plan:

Delta Dental shall pay or otherwise discharge the following Contract Benefit Level
of the Maximum Contract Allowance for the following services:

Contract Benefit Level

In- Out-of-Network
Network  Premier Non-Delta Dental
XX% xXX% XX% during the Primary Enrollee’ s{@
year
XX% xXX% XX% during the Primary
second year
xX% XX% XX% during the Primary E s third
Xx% xXX% xXX% year
during the Primar, ee 's fourth
year of covera hereafter.
Benefits will increase on the anniversary of the Prlma roIIee s Effective Date
of Coverage under this Contract. Percentages cou een 0 and 100%. In and
out of network benefits may vary, but not any m twenty -five percent (25%).

[Benefits for Enrollees with a break-in- coverag ecrease to the base level.]

O\
Page 10: Comment [D84] De M 6/18/2009 2:55:00 PM
Standard is for Periodontal to paid @ic; would be changed if Periodontal is
paid other than as Basic. 2

Page 10: Comment [D85] Dentegra 6/18/2009 2:55:00 PM
Use if sealants are covere r D&P rather than the standard basic. If covered
as standard basic, this |& ould be deleted.

Page 10: Comment [D86]\ Dentegra 6/18/2009 2:55:00 PM

Standard is fo@Surgery to be paid as Basic, but Contractholder may change

or remove Q
*
Page 10; ent [D87] Dentegra 6/18/2009 2:55:00 PM

Stan% is for Endodontics to be paid as Basic, but Contractholder may change
or e.

Page 10: Comment [D88] Dentegra 6/18/2009 2:55:00 PM
Standard is for Periodontics to be paid as Basic, but Contractholder may change
or remove.

Page 11: Comment [D89] Dentegra 6/18/2009 2:55:00 PM
Standard is for Sealants to be covered as Basic, but Contractholder may change
or remove.



Page 11: Comment [D90] Dentegra 6/18/2009 2:55:00 PM
Standard is for Restorative to be covered as Basic, but Contractholder may
change or remove.

Page 11: Comment [D91] Dentegra 6/18/2009 2:55:00 PM
Standard is for Denture Repairs to be covered as Basic, but Contractholder may
change or remove.

Page 11: Comment [D92] Dentegra 6/18/2009 2:55:0

Standard is for Oral Surgery to be covered as Basic, but Contractholder
change or remove. @

Page 11: Comment [D93] Dentegra 6. )09 2:55:00 PM

Standard is for Endodontics to be paid as Basic, but Contra@ r may change

or remove. Q

Page 11: Comment [D94] Dentegra Q 6/18/2009 2:55:00 PM
L 2

Standard is for Periodontics to be paid as Baw ontractholder may change

or remove.

Page 11: Comment [D95] De@g 6/18/2009 2:55:00 PM

Standard is for Crowns, Inlays/Onl ’%d Cast Restorations to be covered as
Major, but Contractholder may @ or remove.

L
N

Dentegra 6/18/2009 2:55:00 PM

Page 11: Comment [D96]
Standard is for Pro th%%htics to be covered as Major, but Contractholder may
change or remove.i\g ard is to include implants in with Prosthodontics.
However, Confr lder may choose not to cover implants or to cover implants
as a Basic qr eparate Benefits with its own coinsurance percentage. This
variable w deleted or modified as indicated on the approved application. If
the Cont@o der chooses not to cover implants, it would be added to the

Exclu gq \

A0

M11: Comment [D97] Dentegra 6/18/2009 2:55:00 PM

Orthodontics are an optional Benefit that would be included if the Contractholder
chose to purchase this coverage for Enrollees.

Page 11: Comment [D98] Dentegra 6/18/2009 2:55:00 PM

TMJ is an optional Benefit that would be included if the Contractholder chose to
purchase this coverage for enrollees.



Page 11: Comment [D99] Dentegra 6/18/2009 2:55:00 PM

This optional benefit would be included if the Contractholder chose to purchase this coverage for
its enrollees.

Page 11: Comment [D100] Dentegra 6/18/2009 2:55:00 PM

This optional benefit would be included if the Contractholder chose to purchase this coverag@

its enrollees. \

(D

Page 11: Com_ment [D101] Dentegra 6/18/ o 2 5:00 PM
12 months is standard; may also be Calendar or Contract Year &kﬂcated on

the approved application. @
N

Page 12: Comment [D102] Dentegra g) /18/2009 2:55:00 PM

Twice in 12 months is standard. May also be calendar yea« or other time periods
requested by Contractholder. Additional cleaninq aMs may also be requested.

N

Page_lz: Comme_nt [D103] Denteg_ra ] 6/18/2009 2:5_5:00 PM
If periodontal is covered as other than Basq\change this sentence accordingly.

<
P

Five years is standard; however, s is an option and other time periods may
be requested by Contractholder

Page 12: Comment [d104] ;Ep&% 6/18/2009 2:55:00 PM

L
- Dentegra 6/18/2009 2:55:00 PM
rollees 18 and older and twice each 12 months for
standard; however, Calendar Year or other time periods
ontractholder. Contractholder may also request different

Page 12: Comment [D105]
Once each 12 months
Enrollees under 184i
may be requested b

number of x-r%
VA

Page 12: Coffii\e¥ [D106] Dentegra 6/18/2009 2:55:00 PM

Stand \to cover fluoride to age 19; however, Contractholder may request it
be}' to certain other age brackets or to cover all (delete limitation if all
ed).

Page 12: Comment [D107] Dentegra 6/18/2009 3:07:00 PM

14 is Delta Dental's standard but another age may be requested by
Contractholder

Page 1_2: (_:omme_nt [D108] Dentegra 6/18/2009 2:55:OO_PM
Use this item if sealants are covered under D&P rather than the standard basic. If



sold as standard basic benefit, this item would be deleted. Age and time limits for
sealants may vary based on request by Contractholder. Contractholder may
remove.

Page 12: Comment [D109] Dentegra 6/18/2009 2:55:00 PM
Standard is for to be covered under Basic. However, a common request from
Contractholders is for sealants to be covered as D&P and would be indicated in
the special request section of approved application. Choose correct option and
delete other reference. Age and time limits for sealants may vary based on
request by Contractholder. Contracholder may remove. ,@

Page 12: Comment [D110] Dentegra 6/18/2008 2:5%:00 PM

Time limit for restorations may be changed based on Contracthold@equest.

Page 13: Comment [D111] Dentegra &1‘8/2009 2:55:00 PM

Standard is to cover as Major; however Contractholder @request as Basic or
may be deleted if Contractholder does not want to 20éer.

*

L N
Page 13: Comment [d112] dpdjr5 \v 6/18/2009 2:55:00 PM
Include if Endodontics covered under Bas ove to “Limitations on Major
Benefits” if Contractholder covered under@or.
‘A
Page 13: Comment [D113] &N‘éﬁra 6/18/2009 2:55:00 PM

Include if Periodontics covered
Benefits” if Contractholder co
or 5 years but other time p

asic. Move to “Limitations on Major
under Major. Standard surgery limitation is 3
may be requested by Contractholder.

v

Page 13: Comment [D1 ? Dentegra 6/18/2009 2:55:00 PM
Standard options ?(* own and inlays/onlays time limits are 5 or 9 years;
however, it ma@changed based on Contractholder's request. Contractholder

may remov<=.Q
0.\

Page 13: r ent [D115] Dentegra 6/18/2009 2:55:00 PM
D lants are not covered or covered as separate category. If deleted, reference to

i n ould be deleted from remainder of section.

Page 13: Comment [D116] Dentegra 6/18/2009 2:55:00 PM

Standard options for prosthodontic time limits are 5 or 9 years; however, it may
be changed based on Contractholder’s request.

Page 13: Comment [D117] Dentegra 6/18/2009 2:55:00 PM
Include this limitation if missing teeth are not covered. Delete this exclusion if
missing teeth are covered.



Page 13: Comment [d118] dpcxr5 6/18/2009 2:55:00 PM
delete if implants are not covered or covered as a seperate benefit

Page 13: Comment [d119] dpcxr5 6/18/2009 3:59:00 PM
delete if implants are not covered or covered as a separate benefit

Page 13: Comment [D120] Dentegra 6/18/2009 3:07:00 PM
Option “under a Delta Dental program” is standard; however, “prior plan” o@g
is also used if replacing another group dental plan.

(.

Page 13: Comment [d121] dpdjrs 6/18/28092:55:00 PM
Include if implants are not covered. &

Page 13: Comment [D122] Dentegra 18/2009 2:55:00 PM
Include section if Orthodontic Benefits are purchased. C

Page 13: Comment [d123] dpcxr5 6/18/2009 3:59:00 PM
Lifetime is standard; however, other option available if selected by
Contractholder including Calendar Year and C t Year.

Page 13: Comment [D124] De » 6/30/2009 8:35:00 AM

<
Standard is two (2) payments — 509 lal banding and 50% in 12 months.
Other payment frequencies may b ested by the Contractholder.

e\

Page 14: Comment [D125] N\ Dentegra 6/18/2009 2:55:00 PM
Use if Ortho Benefit i (@ d for children only. Include full-time students if
indicated on applicatio

\)

Page 14: Comment 6] Dentegra 6/18/2009 2:55:00 PM
Include section J Benefits are purchased.

Page 14: %nt [D127] Dentegra 6/18/2009 2:55:00 PM

Inclu ettion if separate Implant Benefits are purchased. 5 years is standard
ti e; however, time limit may be changed based on Contractholder's
if approved by Underwriting.

Page 14: Comment [D128] Dentegra 6/18/2009 2:55:00 PM

Include section if Accidental Dental Injury Benefits are purchased.

Page 14: Comment [D129] Dentegra 6/18/2009 2:55:00 PM

Standard is to include composite wording here; however, some groups may
request that the contract cover composite restorations on posterior teeth.



Page 16: Comment [D130] Dentegra 6/18/2009 2:55:00 PM
Include this exclusion if missing teeth are not covered. Delete this exclusion if
missing teeth are covered.

Page 16: Comment [D131] Dentegra 6/18/2009 2:55:00 PM

Include if implants are covered.

y afR
Page 16: Comment [D132] Dentegra 6/18/2009 2:55&\6"@

Include prior plan wording if we are replacing another group dental plan. Use “any De care
program with us” wording if not replacing, which is standard.

Page 16: Comment [D133] Dentegra 182009 2:55:00 PM
Include if implants are not covered or they are covered a parate benefits
category. C)

Page 16: Comment [D134] Dentegra Q 6/18/2009 2:55:00 PM
Include if PPO with Table of Allowances is sold; otherwise, this bullet item.

Page 16: Comment [D135] Dente 6/18/2009 2:55:00 PM

Would be included if Contractholder d@ ant to cover Oral Surgery, General
Anesthesia, IV Sedation, Palliative 15%' ent or sealants; otherwise, delete.
Changes would be made if Contra der does not want to exclude all services.

Page 16: Comment [D136] - Dentegra 6/18/2009 2:55:00 PM

Would be included if C holder did not want to cover endodontics;
otherwise, delete.

& D‘

Page 16: CommerW] Dentegra 6/18/2009 3:59:00 PM

Would be &ed if Contractholder did not want to cover periodontics;

otherwiﬁ ete.
\ D

% 16: Comment [D138] Dentegra 6/18/2009 2:55:00 PM

Would be included if Contractholder did not want to cover restorative treatment;
otherwise, delete.

Page 16: Comment [D139] Dentegra 6/18/2009 2:55:00 PM

Would be included if Contractholder did not want to cover denture repairs;
otherwise, delete.



Page 16: Comment [D140] Dentegra 6/18/2009 2:55:00 PM

Would be included if Contractholder did not want to cover crowns, cast
restorations and inlays/onlays otherwise, delete.

Page 16: Comment [D141] Dentegra 6/18/2009 2:55:00 PM

Would be included if Contractholder did not want to cover prosthodontics;
otherwise, delete.

Standard COB option.

Page 17: Comment [D142] Dentegra 6/18/2009 Z@’M

Page 17: Comment [D143] Dentegra 6/ @2:55:00 PM
Non-Duplication option is non-standard and would be used est of

Contractholder. C)
Page 19: Comment [d144] dpcxr5 6/18/2009 2:55:00 PM
Standard is 12 months however other options a are 6 - 24 months

Page 21: Comment [D145] DenteQ 7/10/2009 1:51:00 PM

12 months is standard; however, group may Iet@ nd Underwriting may approve a reduced

time frame down to 90 days. 5\\

Page 21: Comment [D146] vDentegra 7/10/2009 1:52:00 PM
12 months after Contract Te standard unless UW approves different run-out
period; however, a gro ask for and Underwriting approve a shorter run-

out time down to 90 da

O

Page 21: Comment [DE47]\ N Dentegra 6/18/2009 3:59:00 PM

This is a sam le. Procedures covered and maximum allowances will vary
depending an purchased by the Contractholder.

Header ai.a rooter changes

- .
Te.<t '4c x changes

Header and footer text box changes
Footnote changes

Endnote changes
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